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PREFACE 

SEVERAL  years  since  I  collected  from  the  Journals 
to  which  I  had  originally  sent  them  my  papers  on 
Fever.  I  now  publish  together  all  the  papers  I  have 
written  on  Fever,  because  many  of  my  medical 
friends  have  from  time  to  time  urged  me  to  do  it, 
and  also  because  all  the  facts  detailed  and  analysed 
were  observed  and  recorded  at  the  bedside  and  in  the 
dead-house  by  myself.  While  collecting  some  of 
these  facts  in  1847  I  caught  typhus  fever,  and  three 
or  four  years  later  typhoid  fever.  I  mention  this 
because  it  was  -  said  at  the  time,  '  Before  typhus  and 
typhoid  fevers  can  be  said  to  be  absolutely  different 
diseases  some  one  must  be  found  who  has  suffered 
from  both,'  and  I  was  the  first,  so  far  as  I  know,  who 
at  that  time  could  be  proved  to  have  suffered  from 
both.  Dr.  E.  A.  Parkes  attended  me  in  both 
illnesses,  and  had  no  doubt  about  the  diagnosis  in 
each  case.1 

When   I   had    written    the    paper   which    subse- 
quently appeared  in  the  Edinburgh  Monthly  Journal, 

1  The  late  Dr.  A.  Tweedie  most  carefully  attended  me,  with  Dr.  E.  A. 
Parkes,  for  my  attack  of  Typhus  fever,  and  in  acknowledgment  of  their 
great  kindness  I  dedicated  my  first  published  pages  to  them. 
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before  sending  it  for  publication  I  asked  Dr.  Parkes 
to  read  it ;  having  done  so,  he  advised  me  to  place 
the  conclusions  to  which  I  had  come  at  the  begin- 
ning in  place  of  at  the  end  of  the  paper.  '  If  you 
place  the  conclusions  first,  whoever  is  interested  in 
the  subject  will  read  them  carefully,  and  then  will 
read  what  follows  to  see  how  you  prove  the  points 
which  interest  him.' 

Dr.  Sharpey,  after  the  papers  had  appeared  and 
were  attracting  some  attention,  advised  me  never  to 
reply  to  criticism,  '  unless  a  critic  should  affirm  that 
you  had  said  something  which  you  have  never  said. 
Others  will  answer  mere  criticism.' 

That  advice  of  Dr.  Parkes  and  that  of  Dr. 
Sharpey  have  influenced  me  throughout  my  life  in 
writing  and  in  lecturing. 

The  papers  I  am  now  publishing  are  identical 
with  those  I  originally  published  in  various  Journals 
and  in  the  Transactions  of  Societies.  The  only  altera- 
tions or  additions  I  have  now  made  are  contained  in 
a  brief  note  or  two  appended  to  some  of  the  pages. 

I  cannot  conclude  without  heartily  thanking 
Dr.  Sidney  Coupland  and  Dr.  T.  Barlow  for  the  care 
and  attention  with  which  they  have  superintended 
the  arrangements  of  the  publication  of  these  papers. 


W.  J. 


GREENWOOD,  BISHOPS  WALTHAM. 
September  1893. 
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ON  THE  IDENTITY  OR  NON-IDENTITY 
OF  TYPHOID  AND  TYPHUS  FEVERS 

1849-50 


NOTE. 

This  essay  was  republished  in  book  form  in  1850,  with  the  addi- 
tion of  a  preface,  which  is  here  reproduced,  as  it  indicates  the  prevalent 
views  on  the  subject  at  that  time  : — '  A  few  words  only  are  needed 
as  preface  to  the  following  pages.  The  reader  must  not  suppose  that 
the  importance  of  the  labours  of  others  on  the  subject  there  considered 
is  underrated,  because  no  special  references  have  been  made  to  them. 
I  am  deeply  sensible  of  the  value  of  the  writings  of  Gerhard,  Shattuck, 
Valleix,  Louis,  Stewart,  Bartlett,  etc.  ;  but,  notwithstanding  their 
researches,  the  question  of  the  specific  difference  of  Typhoid  and 
Typhus  Fevers  was  considered  by  some  of  those  who  had  most  closely 
criticised  the  papers  referred  to  as  settled,  or  likely  ultimately  to  be 
settled,  in  the  negative.  "We  venture,"  said  the  reviewer  of  Dr. 
Bartlett's  book,  in  the  British  and  Foreign  Medical  Quarterly  of  April 
1844,  "to  prognosticate  that  the  ultimate  issue  of  the  investigation 
will  show  the  truth  of  a  remark  of  Dr.  Southwood  Smith  that  '  there 
is  but  one  kind  of  idiopathic  fever '  : "  and  again,  "  We  remain,  then, 
of  the  same  opinion,  that  the  continued  fever  of  England  and  France 
are  the  same  species  of  disease."  I  considered,  therefore,  that  it 
was  necessary  to  begin  de  novo,  and  consult  only  the  voice  of  nature, 
— convinced  that,  although  the  most  intellectual  might  fail  at  first  to 
comprehend  her  often  ambiguous  language,  yet  that  her  most  humble 
votaries  might,  by  patience  and  daily  watching,  by  keeping  honest 
record  of  every  sound  she  uttered — by  joining  letter  to  letter,  adding 
word  to  word,  and  line  to  line — at  last  spell  out  her  meaning,  and  so 
reach  that  rank  which  the  great  master  of  induction  tells  us  man  may 
legitimately  hope  to  attain,  namely,  that  of  her  interpreter.  The 
consciousness  of  his  ability  to  gain  this  title  ought  to  stimulate  man 
to  exertion — the  certainty  that  he  is  able  to  reach  no  higher  cannot 
fail  to  annihilate  his  pride.' 
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INTRODUCTION. 

IT  is  beyond  dispute  that  there  are  large  groups  of  diseases 
arranged  under  the  same  heads  in  systematic  works  on  medi- 
cine, of  which  the  only  bonds  of  union  are,  that  their  nature 
is  unknown,  and  that  they  present  in  common  certain  pretty 
constant  and  striking  symptoms. 

Of  these  ill-defined  anomalous  groups,  continued  fever  is 
one  of  the  most  remarkable  and  important.  To  trace  the 
relations,  and  to  detect  the  differences  of  the  incongruous 
mass  of  diseases  united  together  under  this  name,  only  the 
most  careful  analysis  of  daily  recorded  clinical  observations 
can  suffice. 

The  memory  is  too  treacherous  to  be  depended  on  in  the 
science  of  medicine,  in  which  the  effects  of  primary  are  com- 
plicated by  the  effects  of  secondary  lesions,  and  in  which 
observation  has  to  be  corrected  by  observation. 

For  the  elucidation  of  its  obscurer  points,  no  loose  or 
general  statements  are  of  use— the  most  rigid  induction  can 
alone  avail. 

It  would  be  a  great  point  gained  towards  the  right  under- 
standing of  the  true  value  of  the  differences  observed  in  cases 
known  as  continued  fever,  if  the  question  raised  by  Louis 
could  be  positively  answered — no  matter  whether  in  the 
affirmative  or  negative — as  to  the  identity  of  typhus  and 
typhoid  fevers ;  that  is  to  say,  have  or  have  not  British 
physicians  confounded  under  the  term  continued  fever,  two 

1  Published  in  the  Edinburgh  Monthly  Journal  of  the  Medical  Sciences, 
1849-50. 
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essentially  distinct  diseases  ? — the  one  characterised  by  an 
anatomical  lesion  peculiar  to  it,  and  distinguishing  it  from 
all  other  acute  diseases,  the  other  exhibiting  no  certain 
anatomical  character,  and  each  presenting  symptoms  by 
which  it  can  with  more  or  less  facility  be  distinguished  from 
the  other. 

It  wiU.  be  necessary,  before  proceeding  further,  briefly  to 
explain  what  is  meant  by  the  terms  identity  and  non-identity, 
as  applied  to  cases  of  typhus  and  typhoid  fevers. 

A  given  case  of  any  disease  always  differs  more  or  less  from 
all  other  cases  of  the  same  disease,  and  therefore  it  may  be 
said  that  no  two  are  identical ;  but  it  is  not  with  this  kind  of 
identity  that  we  have  here  to  do.  It  is  not  regarding  differ- 
ences hi  degree,  but  in  kind,  that  question  is  here  made. 

Whether  the  primary  affection  is  identical  in  typhus  and 
typhoid  fevers  is  the  problem  to  be  solved.  Are  the  differ- 
ences allowed  to  exist  between  them  due  simply  to  individual 
peculiarities,  atmospheric  differences,  epidemic  constitutions 
or  hygienic  conditions,  giving  rise  to  local  complications  in 
the  one  which  are  absent  in  the  other,  and  to  variations  in 
the  symptoms  as  a  consequence  of  these  local  complications  ? 
Or  are  they  distinct  diseases,  as  are  scarlet  fever  and  small- 
pox ? — distinct  as  to  their  primary  or  exciting  cause,  their 
essential  symptoms,  and  anatomical  lesions.  It  may  be  as 
well,  before  proceeding  further,  to  anticipate  a  little,  and  to 
state  that  the  conclusion  necessarily  drawn  from  the  analysis 
about  to  be  submitted  to  the  reader  of  sixty-six  fatal  cases  of 
fever,  is  in  opposition  to  the  opinion  of  the  principal  writers 
on  the  subject  of  continued  fever  in  this  country.  With  few 
exceptions,  British  physicians  have  laboured  to  prove  that 
typhoid  and  typhus  fevers  are  identical.  The  results  obtained 
by  this  analysis  justify  the  assertion,  that  they  are  essentially 
distinct  diseases.  This  difference  from  the  opinion  of  others, 
I  should  be  slow  to  express  if  I  was  not  supported  by  a  larger 
body  of  facts  than,  so  far  as  I  am  aware,  has  ever  been  offered 
in  evidence  to  prove  the  identity  of  the  two  fevers.  To  those 
who  delight  to  dwell  on  the  imperfections  common  to  all 
analysis  of  cases,  who  smile  at  any  attempt  to  improve  medi- 
cine by  rigid  induction,  the  value  of  the  figures  presented  for 
their  consideration  may  be  increased  by  the  following  general 
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assertion,  that  for  two  years,  in  distinguishing  the  two  diseases 
by  the  eruption  alone,  not  a  single  error  has  been  made,  so 
far  as  could  be  proved  by  examination  after  death  of  the  fatal 
cases,  or  by  the  progress  of  the  non-fatal  cases  after  their 
diagnosis  was  recorded. 

Two  cases  cannot  seem  to  differ  more,  to  a  superficial 
observer,  than  a  slight  sore  throat,  the  result  of  exposure  to 
the  poison  of  scarlet  fever,  and  a  case  of  scarlatina  anginosa, 
or  than  a  mild  case  of  scarlatina  simplex  and  one  of  scarlatina 
maligna ;  yet  no  one  now  doubts  the  identity  of  the  two,  i.e. 
as  we  here  use  the  word,  or  that  however  much  they  may 
differ,  it  is  in  degree  and  not  in  kind,  for  we  find  every  varia- 
tion in  the  severity  of  the  throat  affection,  and  in  the  intensity 
of  the  rash  uniting  the  two  extremes  ;  the  latter  may  be  pre- 
sent or  absent,  but  if  present  is  similar  in  character,  though 
more  vivid  in  the  one  case  than  in  the  other.  The  former  is 
trifling  or  absent  in  the  one,  fearfully  severe  in  the  other ; 
and  it  may  be  remarked  that  these  two  symptoms  of  the 
disease  bear  no  necessary  relation  in  severity  the  one  to  the 
other.  In  like  manner,  how  different  is  a  mild  case  of  modified 
smallpox  from  one  of  variola  maligna ;  yet  that  they  are 
varieties  of  the  same  disease  is  undoubted.  No  one,  how- 
ever, questions  the  non-identity  of  scarlet  fever  and  small- 
pox, although  there  are  some  symptoms  common  to  the 
two  diseases,  and  others  which,  more  frequently  in  the  one, 
are  occasionally  present  in  the  other — e.g.  rigor,  chilliness, 
followed  by  heat  of  skin,  headache,  delirium,  somnolence  or 
coma,  hoarseness,  sore  throat,  dysphagia — one  or  all  of  which 
symptoms  may  be  present  in  either  disease.  In  both  there  is 
an  eruption  of  the  skin,  and  though  the  usual  period  of  its 
appearance  differs,  that  of  scarlet  fever  may  not  make  its 
appearance  till  the  third  day,  and  the  first  symptoms  of 
smallpox  may  have  been  so  mild,  that  the  patient  will  assert 
that  he  has  been  ill  only  two  days  when  the  skin  affection 
appears.1  The  duration  of  the  two  generally  differs  ;  but  the 

1  So  like  too  is  the  rash,  which  often  precedes  by  a  day  the  eruption  of  the 
pustules  in  smallpox,  to  the  rash  of  scarlet  fever,  that  those  conversant  with 
the  two  diseases  may  be  led  to  form  an  erroneous  diagnosis.  Cases  are  con- 
stantly sent  in  to  the  London  Fever  Hospital,  with  certificates  stating  they 
are  suffering  from  scarlet  fever,  the  true  nature  of  the  case  not  appearing  till 
the  day  after  their  admission. 
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illness  of  the  person  attacked  by  either  may  be  prolonged  by 
local  complications  to  an  indefinite  period,  and  so  the  dura- 
tion of  the  disease,  which  is  the  shorter,  may  in  some  cases 
appear  to  be  the  longer. 

On  what  grounds,  then,  do  we  assert  that  they  are  two 
diseases  ? 

1st,  In  the  vast  majority  of  cases  the  general  symptoms 
differ. 

2nd,  The  eruptions,  the  diagnostic  characters  if  present, 
are  never  identical. 

3rd,  The  anatomical  character  of  smallpox  (in  this  parti- 
cular case  also  the  eruption)  is  never  seen  in  scarlet  fever. 

4th,  Both  being  contagious  diseases,  the  one,  by  no  com- 
bination of  individual  peculiarities,  atmospheric  variations, 
epidemic  constitution,  or  hygienic  conditions,  can  give  rise 
to  the  other. 

5th,  The  epidemic  constitution  favourable  to  the  origin, 
spread,  or  peculiarity  in  form  or  severity  of  either,  has  no 
influence  over  the  other,  excepting  that  which  it  exercises 
over  disease  in  general. 

By  the  anatomical  character  of  a  disease  I  intend  to  signify 
that  lesion,  or  those  lesions  of  structure  which  are  the  invari- 
able concomitants  of  a  disease  if  it  has  continued  for  a  given 
time,  which  time  must  be  determined  by  a  separate  series 
of  observations  for  every  distinct  affection.  The  anatomical 
character  is  not,  be  it  remarked, — and  this  is  of  immense  im- 
portance,— necessarily  the  cause  of  the  disease,  for  it  may  be 
merely  a  symptom  ;  but  then,  if  the  disease  be  not  cut  short 
by  death,  it  is  an  invariable  symptom.  Thus  the  anatomical 
character  of  smallpox  is  the  distinctive  pustule ;  but  the 
patient  may  die  before  that  lesion  of  structure  has  been 
developed,  and  yet  die  of  smallpox — the  condition  of  the 
blood  or  nervous  system,  induced  by  the  absorption  of 
poison,  having  been  incompatible  with  a  duration  of  life 
sufficiently  long  for  the  change  of  structure  to  take  place. 
But  the  anatomical  character  may  be  the  cause  of  death,  and 
that  before  the  primary  disease  has  run  its  full  course ;  or  it, 
or  its  effects,  may  remain  after  the  original  disease  has  dis- 
appeared, and  retard  recovery,  or  even  finally  prove  fatal  to 
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the  patient.  Again,  the  anatomical  character  being  merely 
the  invariable  concomitant  of  a  disease,  and  not  necessarily 
its  cause,  it  is  evident  that  the  extent  of  the  lesion  of  struc- 
ture constituting  that  character,  need  bear  no  relation  to  the 
violence  of  the  essential  symptoms  of  the  disease.  It  must 
not  be  supposed  that  the  question  of  the  identity  or  non- 
identity  of  typhus  and  typhoid  fevers  is  merely  one  of  words 
— that  its  solution  has  no  practical  bearing — that  it  is  a 
matter  of  indifference  whether  the  latter  be  regarded  as 
typhus  with  abdominal  complication,  or  as  a  distinct  disease. 
If  continued  fever  be  one  disease,  the  essential  treatment 
must  be  the  same  in  every  case,  modified  only  by  the  pre- 
sence of  local  complications ;  if  two  diseases,1  then  the  essen- 
tial treatment  may  be  totally  different  for  the  one  from  that 
required  by  the  other,  and  this  without  regard  to  local  com- 
plications. The  very  groundwork  of  the  treatment,  so  to 
speak,  may  for  the  one  be  diametrically  opposed  to  that 
necessary  for  the  other. 

To  illustrate  the  extreme  practical  importance  of  the  point, 
we  need  only  remember  that,  until  a  comparatively  late  date, 
scarlet  fever  and  measles  were  viewed  as  the  same  disease. 
Of  what  value  would  any  dissertation  on  the  general  treat- 
ment of  the  two  have  been,  so  long  as  they  were  thus  con- 
founded, even  though  the  local  complication  of  scarlet  fever — 
i.e.  the  throat  affection — had  been  taken  into  consideration  ? 
The  cold  sponging  or  douche,  so  beneficial  in  scarlet  fever, 
might  be  death  to  a  patient  suffering  from  measles. 

London  alone,  of  all  the  cities  of  Europe,  from  the  fact  of 
fever  with  and  without  intestinal  disease  being  almost  con- 
stantly present  within  its  bounds,  afforded  a  field  for  observa- 
tion capable  of  setting  the  vexed  question  at  rest. 

In  Edinburgh,  writes  Dr.  Christison,  the  intestinal  lesion  is 
seen  often  enough  only  to  prevent  physicians  being  ignorant 
of  its  characters.  In  Dublin  it  appears  to  be  equally  infre- 
quent. While  on  the  Continent  fever  without  lesion  of  the 
agminated  glands  is  so  rare,  that  many  eminent  practitioners 
have  doubted  the  existence  of  such  an  affection. 

1  From  observations  made  on  from  1000  to  2000  cases  of  continued  fever, 
admitted  into  the  London  Fever  Hospital,  I  think  it  probable  that  there  are 
in  this  country  at  least  four  distinct  continued  fevers. 
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The  London  Fever  Hospital,  by  collecting  within  its  walls 
cases  of  continued  fever  from  all  parts  of  the  great  metropolis, 
offered  peculiar  facilities  for  its  study ;  and  I  am  indebted  to 
the  medical  officers  of  that  institution  for  permission  to  avail 
myself  of  the  advantages  it  presented.  To  Dr.  Tweedie,  the 
senior  physician  to  the  hospital,  so  long  known  and  so  highly 
appreciated  by  the  profession  for  his  researches  on  fever,  I 
beg  especially  to  acknowledge  my  obligations.  To  my  talented 
friend,  Mr.  Sankey,  M.B.,  I  am  also  greatly  obliged  for  his 
readiness  to  assist  me  on  all  occasions,  and  for  many  valuable 
suggestions  and  observations. 

In  examining  the  subject  of  this  paper — one  beset  with 
extreme  difficulties,  not  so  much  from  its  own  intricacy  as 
from  the  mode  in  which  fever  has  been  treated  of  by  the 
hosts  who  have  chronicled  its  symptoms  and  its  phases — I 
have  endeavoured  to  bear  the  following  rules  constantly  in 
mind: — 

That  the  facts  known  with  absolute  certainty  were  to  be 
kept  distinct  from  those  only  approximatively  ascertained. 

That  the  question  at  issue — i.e.  of  the  identity  or  non- 
identity  of  typhus  and  typhoid  fevers — involving  not  only  a 
consideration  of  symptoms  but  also  of  internal  lesions,  it  was 
absolutely  necessary  that  the  latter  should  be  demonstrated, 
and  the  former  recorded,  in  every  case  that  was  to  be 
admitted  as  evidence  hi  determining  the  judgment. 

I  have  during  the  last  two  years  made  notes  of  nearly 
one  thousand  cases  of  acute  disease,  chiefly  of  patients  under 
the  care  of  Dr.  Tweedie,  at  the  London  Fever  Hospital — of 
these,  sixty-six  were  cases  of  continued  fever,  which  proved 
fatal,  and  were  examined  by  me  after  death. 

For  the  reasons  before  stated — i.e.  the  absolute  necessity 
of  the  condition  of  the  intestinal  mucous  membrane  being 
demonstrated,  and  not  surmised,  with  however  great  an 
amount  of  probability  that  might  be — I  have  excluded  from 
my  present  calculations  all  those  cases  which  did  not  prove 
fatal;  all  those  cases  which,  although  they  died,  were  not 
examined  after  death ;  and  all  those  which  I  examined  after 
death,  but  whose  symptoms  I  had  not  noted  during  life. 

These  sixty-six  fatal  cases  I  have  divided  into  two  groups, 
placing  in  the  one  the  cases  in  which  disease  of  Peyer's 


GENERAL  CONDITION  OF  PATIENTS  9 

patches  existed ;  in  the  other,  those  in  which,  so  far  as  the 
unassisted  eye  could  determine,  the  agminated  glands  were 
in  a  healthy  condition.  Of  these  sixty-six  cases,  forty-three 
belonged  to  the  latter  group,  or  were  cases  of  typhus  fever ; 
the  remaining  twenty-three  being  cases  of  typhoid  fever. 

I  propose,  in  the  first  place,  to  take  certain  general  condi- 
tions and  the  symptoms  presented  by  either  disease,  and 
compare  them  with  those  which  existed  in  the  other ;  and 
then,  in  like  manner,  to  collate  the  appearances  found  after 
death. 


YEARS  AND  MONTHS  IN  WHICH  THE  SIXTY-SIX  CASES 
HERE  ANALYSED  WERE  ADMITTED. 


Typhoid  Fever. 

1847. 

Months. 

January 
February 
August 
November    . 


1848. 


June     . 

July     . 

August 

September 

October 

November 

December 


January 


1849. 


Typhus  Fever. 

1847. 

Cases. 

Months. 

Cases. 

1 

April     .... 

1 

1 

May      .... 

4 

4 

June     .... 

1 

1 

July      .... 

5 

September    . 

3 

October 

3 

November    . 

1 

1848. 

3 

May      .... 

5 

2 

July      .... 

3 

2 

August 

1 

3 

September    .         .         . 

3 

2 

October 

2 

1 

November     . 

5 

2 

1849. 

1 

January 

5 

February 

1 

PREVIOUS  HEALTH,  GENERAL  BODILY  CONDITION, 
AND  SIZE. 

Typhoid  and  Typhus  Fevers. — The  patients,  as  a  general 
rule,  had  enjoyed  uninterrupted  health  before  the  attack  from 
which  they  died,  and  were,  in  the  large  majority  of  cases,  of 
robust  bodily  conformation,  and,  if  admitted  soon  after  the 
commencement  of  either  disease,  moderately  stout. 
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The  size  of  patients  suffering  from  the  two  was  nearly 
equal ;  thus,  in  typhoid  fever — 


Of  the  Males, 

The  mean  height  was  5  f.  5£  in. 
The  tallest     ,,         „   5  f.  10£  in. 
The  shortest  „         ,,   5  f.  2  in. 


In  typhus  fever — 


Of  the  Males, 

The  mean  height  was  5  f.  4^  in. 
The  tallest     ,,         „   5  f.  104  in. 
The  shortest,,         ,,   4  f.  10  in. 


Of  the  Females, 

The  mean  height  was  5  f.  1^  in. 
The  tallest     „         „    5  f.  5  in. 
The  shortest , ,         , ,    5  £. 


Of  the  Females, 

The  mean  height  was  4  f.  7J  in. 
The  tallest    ,,         „   5  f.  6  in. 
The  shortest ,,         ,,   4  f.  6  in. 


COMPLEXION. 

Typhoid  Fever. — Twelve  out  of  fifteen  of  the  patients,  or 
80  per  cent.,  were  noted  as  of  fair  complexion. 

Typhus  Fever. — Eight  only  out  of  twenty-six  of  the 
patients,  or  30*7  per  cent.,  of  whom  notes  on  the  point  were 
made,  were  fair ;  but  here  a  fallacy  exists,  as  will  be  shown 
when  speaking  of  the  aspect  of  the  patients  while  suffering 
from  this  disease.  Many  whose  complexions  were  extremely 
dark  when  admitted  with  typhus  fever,  became  comparatively 
fair  as  the  disease  disappeared.  Of  course,  this  could  only  be 
observed  in  patients  who  recovered. 

SEX. 

Of  the  patients  labouring  under  typhoid  fever  whose  cases 
are  here  considered,  thirteen  were  males  ;  ten  females. 

Of  forty-three  cases  of  typhus  fever,  twenty  were  males 
twenty-three  females. 


AGE. 

Typhoid  Fever. — The  average  of  the  ages  of  the  twenty- 
three  patients  affected  with  this  disease  was  22 "08  years.  The 
youngest  was  ten  years  old ;  the  eldest  thirty-six. 

There  were — 

Between  the  ages  of  10  and  19,  both  years  inclusive,  8  patients. 
„  „          20  and  29,         „  „       12 

,,  „          30  and  36,  3 
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Typhus  Fever. — The  mean  age  of  the  forty- three  patients 
suffering  from  this  affection  was  41 '8  years.  The  youngest 
was  eight  years  old,  the  eldest  seventy. 

There  were — 

Between  the  ages  of    8  and  19,  both  years  inclusive,  5  patients. 


Of  the  age  of 


20  and  29, 
30  and  39, 
40  and  49, 
50  and  59, 
60  and  69, 
70, 


12 
6 
6 
1 


MODE    OF  ATTACK,  AND  THE  DATE  OF  THE  DISEASE   ON 
WHICH  THE  PATIENTS  WERE  FIRST  CONFINED  TO  BED. 

Typhoid  Fever. — No  data  to  determine  the  mode  of  attack 
could  be  obtained  in  six  of  the  twenty-three  cases.  The 
disease,  in  seven  only  of  the  remaining  seventeen  cases,  began 
so  suddenly  that  the  exact  day  of  its  commencement  could 
be  ascertained;  six  out  of  the  seven  took  to  their  beds 
respectively  on  the  1st,  1st,  2nd,  3rd,  10th,  and  16th  days;1 
the  last  two  patients,  however,  were  obliged  to  lie  down  for 
part  of  the  day  from  an  early  period  in  the  disease.  No  note 
was  taken  of  the  time  when  the  seventh  first  kept  his  bed. 

In  the  remaining  ten  of  the  seventeen  cases,  the  disease 
began  gradually.  Of  these,  four  were  ailing  for  a  few  days, 
and  then  became  suddenly  worse ;  three  of  the  four  took  to  their 
beds  respectively  on  about  the  7th,  8th,  and  llth  days  of  the 
disease.  The  other  six  of  the  ten  in  whom  the  disease  began 
insidiously,  could  fix  on  no  particular  day  as  that  on  which 
their  illness  began,  but  only  stated  that  they  became  gradually 
ill  from  about  a  given  day ;  of  these,  four  took  to  bed  severally 
on  about  the  3rd,  7th,  12th,  and  17th  days  of  the  disease ; 
when  the  others  first  kept  their  bed  was  uncertain.  So  that 
only  28'5  per  cent,  took  to  bed  before  the  7th  day. 

Typhus  Fever. — Of  sixteen  of  the  forty-three  cases,  no 

*In  reckoning  the  day  of  the  disease,  both  the  day  on  which  it  com- 
menced and  the  day  on  which  the  event  referred  to  happened,  whatever  that 
may  be,  have  constantly  been  included  in  the  calculations.  Thus,  a  patient 
who  entered  the  hospital  on  the  9th  of  a  month,  and  whose  illness  began  on 
the  4th,  would  be  stated  to  have  been  admitted  on  the  6th  day  of  the  dis- 
ease. 
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particulars  as   to  whether  the  disease  began  suddenly  or 
insidiously  could  be  obtained. 

Of  the  remaining  twenty-seven  cases,  twenty-three  were 
taken  ill  suddenly ;  nineteen  of  these  twenty-three  cases  first 
kept  their  beds  as  follows : — 


3  On  the  4th  day  of  the  disease. 
1      „        6th  day     „  „ 


4  On  the  1st  day  of  the  disease. 
6      „      2nd  day     „  „ 

5  ,,      3rd  day     ,,  ,, 

Thus  all  these  patients  were  confined  to  their  beds  before 
the  7th  day.  Of  these  twenty-three  cases,  when  four  took 
to  their  bed  was  not  learned.  In  four  of  the  twenty-seven 
cases  of  which  a  correct  history  was  obtained  from  the 
patients  or  their  friends,  the  disease  began  insidiously,  so  that 
the  day  of  its  commencement  could  not  be  exactly  ascer- 
tained, but  they  took  to  then*  beds  on  about  the  2nd,  3rd, 
4th,  and  6th  days ;  so  that,  if  this  group  be  added  to  the  first, 
every  patient  may  be  said  to  have  been  confined  to  bed  by 
the  6th  day ;  while,  as  we  have  seen,  28'5  per  cent,  only  of 
the  patients  affected  with  typhoid  fever  took  to  bed  before 
the  7th  day. 

DURATION. 

Typhoid  Fever. — Seven  cases  were  received  into  the 
hospital  respectively  on  the  4th,  5th,  6th,  8th,  10th,  12th, 
and  16th  days  of  the  disease,  the  average  day  of  admission 
being  the  8'7th. 

Of  thirteen  patients,  the  exact  duration  of  whose  illness 
before  they  entered  the  hospital  could  not  be  ascertained — 

1  was  admitted  about  the  7th  day  of  2  were  admitted  on  about  the  15th  day 


the  disease. 

1          »            „            „  9th 

„  12th 

1                                       ,  13th 


of  the  disease. 

1  „           „  „         19th 

2  „            „  „         21st 
1  27th 


,,  „     14th     „ 

These  thirteen  cases  were  thus  admitted  on  about  the 
14'oth  day  of  the  disease ;  one  as  early  as  about  the  7th  day, 
and  one  as  late  as  about  the  27th  day. 

The  disease  began  gradually  in  these  thirteen  cases,  so 
that  the  date  of  its  commencement  could  not  be  accurately 
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fixed ;  but  four  out  of  the  thirteen  cases  became  suddenly 
j^uch  worse  after  from  three  to  eleven  days'  indisposition; 
and  it  is  singular  that,  if  the  disease  be  reckoned  to  have 
commenced  from  the  time  of  the  sudden  increase  in  the 
severity  of  the  symptoms,  and  to  which  moment  the  patients 
themselves  usually  referred  the  beginning  of  their  illness,  the 
average  day  of  the  disease  on  which  these  four  cases  entered 
the  hospital  will  exactly  agree  with  the  average  day  of  the 
disease  on  which  the  patients  were  admitted,  the  precise  com- 
mencement of  whose  illness  was  clearly  ascertained — i.e. 
both  sets  will  have  been  admitted  on  the  8*7th  day. 

If  the  dates  of  the  disease  on  the  admission  of  the  latter 
group  of  cases  (being  considered  as  nearly  correct)  are  added 
to  those  of  the  first  group  of  cases,  it  will  be  found  that 
23*5  per  cent,  only  were  admitted  before  the  9th  day  of  the 
disease. 

I  omit  one  patient  who  had  been  ill,  probably  more  than 
three  weeks  when  admitted,  and  lived  till  after  the  21st  day 
from  her  entrance ;  and  two  cases  in  which  the  duration  of 
the  disease,  prior  to  the  day  they  first  came  under  observa- 
tion, was  unknown.  These  patients  remained  in  the  hospital 
three  and  eight  days  before  the  fatal  termination. 

Of  the  seven  cases,  the  exact  date  of  whose  illness  on 
admission  was  known,  three  survived  till  after  the  fever  had 
run  its  course.  The  other  four  died  respectively  on  the  12th, 
17th,  20th,  and  27th  days  of  the  disease — the  average  day  of 
death  of  these  four  cases  being  the  19th.  This  is  probably 
below  what  a  larger  number  of  cases  would  give,  because  one 
case  proved  fatal  on  the  12th  day  from  severe  pneumonia. 

Of  the  thirteen  cases  in  which  the  duration  of  the  disease 
before  the  patients  were  received  into  the  hospital  was  only 
more  or  less  nearly  ascertained,  six  lived  some  time  after  the 
termination  of  the  typhoid  fever,  and  the  remaining  seven 
died  severally  on  about  the  16th,  17th,  23rd,  25th,  27th, 
28th,  and  30th  day  of  the  disease.  The  average  day  of  death, 
dating  from  the  commencement  of  illness,  being  for  these 
seven  cases  23'7,  this  average  probably,  for  the  reason  above 
stated,  is  nearer  the  truth  than  that  obtained  from  the  first 
group  of  cases,  or  those  in  which  the  exact  date  of  the  illness 
was  ascertained. 
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This  close  relation  between  the  average  day  on  which  the 
disease  proved  fatal  in  the  two  groups — i.e.  the  group  in 
which  the  exact  date  of  the  disease  on  admission  was  accu- 
rately fixed,  and  that  in  which  it  was  only  approximately 
ascertained — renders  it  probable  that,  in  spite  of  the  late  date 
of  the  disease  at  which  the  second  group  entered  the  hospital, 
the  mildness  of  their  first  symptoms,  and  then  their  sudden 
increase  in  severity,  I  have  done  right  in  dating  the  com- 
mencement of  the  illness  from  the  moment  when  the  patients 
first  felt  themselves  ailing,  and  not  from  the  time  when  they 
became  suddenly  worse. 

If  the  two  groups  be  added  together,  it  will  be  seen  that 
ten  out  of  the  eleven  cases — i.e.  90'9  per  cent. — survived  till 
after  the  15th  day,  the  only  exception  being  the  patient  who 
died  of  pneumonia  on  the  12th  day  of  the  fever. 

Twelve l  of  the  twenty-three  cases  here  analysed  proved 
fatal  during  the  progress  of  the  fever.  The  average  day  of 
residence  in  the  hospital  on  which  these  patients  died  was 
the  10'5th.  One  case  proved  fatal  on  the  3rd  day ;  and  one 
lived  till  the  20th  day  after  admission. 

Ten  survived  the  fever ;  but  the  duration  of  the  disease  in 
one  of  these  cases  was  too  uncertain  for  it  to  be  taken  into 
calculation. 

Dating  from  the  commencement  of  illness,  the  remaining 
nine  cases  proved  fatal,  on  an  average,  about  the  47th  day— - 
one  of  the  patients  dying  on  the  32nd,  and  one  as  late  as  the 
86th  day ;  or,  counting  from  their  entrance  into  the  hospital, 
one  lived  till  the  20th  day,  and  one  till  the  79th  day — or 
they  died,  on  an  average,  on  the  32nd  day  of  their  residence 
in  the  hospital. 

Typhus  Fever. — The  exact  day  of  the  disease  on  which  the 
patients  were  admitted  into  the  hospital  (omitting  one  case, 
that  of  a  nurse  who  resided  in  the  institution),  was  ascer- 
tained in  twenty-two  cases  to  be  as  follows : — 

1  was  admitted  on  the  5th  day  of  the    I    5  were  admitted  on  the  9th  day  of  the 


disease. 

2            „  „          6th 

4            „  „          7th 

7            „  8th 


disease. 

2  „  „          12th 

1  14th 


1  One  case  is  here  omitted,  because  I  have  not  the  data  to  determine 
whether  it  proved  fatal  before  or  after  the  fever  had  run  its  course. 
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1  was  admitted  on  about  the  9th  day 
of  the  disease. 

1  „  „  10th  „ 

2  14th  „ 


The  day  of  the  disease  on  which  nine  of  the  forty-three 
patients  were  admitted,  was  only  approximately  learned.  Of 
these — 

1  was  admitted  on  about  the  4th  day 
of  the  disease. 

1  „  „  5th     „ 

2  „  „  7th    „ 

1  „  „  8th     „ 

So  that  the  twenty-two  patients,  the  commencement  of  whose 
illness  was  clearly  made  out,  were,  on  an  average,  admitted 
into  the  hospital  on  the  8th  day  of  the  disease — one  entering 
as  early  as  the  5th,  and  one  as  late  as  the  14th  day  :  and  the 
nine  patients,  the  exact  date  of  whose  illness  was  not  quite 
accurately  ascertained,  were,  on  an  average,  admitted  on 
about  the  8'6th  day  of  the  disease — one  entering  as  soon  as 
about  the  4th  day,  and  two  as  late  in  the  disease  as  about  the 
14th  day.  Or,  if  the  two  groups  be  added  together,  it  will  be 
seen  that  as  many  as  61 '29  per  cent,  were  admitted  before  the 
9th  day  of  the  disease,  whereas  only  23'5  per  cent,  of  the  cases 
of  typhoid  fever  were  admitted  before  the  9th  day. 

The  duration  of  the  disease,  prior  to  the  patient's  entrance 
into  the  hospital,  was  entirely  unknown  in  eleven  cases.  Of 
these,  four  survived  after  the  fever  terminated.  Out  of  the 
twenty- three  cases  in  which  the  exact  day  of  the  commencement 
of  the  disease  was  accurately  fixed,  five  recovered  so  far  as  the 
fever  was  concerned.  Of  the  remaining  eighteen  patients — 

1  died  on  the  10th  day  of  the  disease.        1  died  on  the  15th  day  of  the  disease. 

2  „  Hth         „  „  2  „  16th 

2  „  12th         „  „  2          ,.  17th 

3  „          13th        „  „  1          „  19th 
3          „           14th        ,,             „                1           „           20th 

The  average  day  of  the  disease  on  which  death  in  these 
eighteen  cases  occurred  was  the  14'27th ;  one  dying  on  the 
10th  day,  and  one  not  till  the  20th  day. 

Of  the  nine  cases  in  which  the  day  that  the  disease  began 
was  only  approximately  ascertained,  two  died  after  the  fever 
had  run  its  course.  Of  the  seven  cases  which  proved  fatal 
during  the  progress  of  the  fever — 

9th  day. 


1  died  on  about  the 

1    „    „ 

1  13th 


1  died  on  about  the  15th  day. 

1  .i    „    16th  „ 

2  „         17th  , 
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The  average  day  of  the  disease  on  which  these  seven  cases 
died,  being  about  the  14'4th  day — one  terminating  fatally  on 
about  the  9th  day,  and  one  as  late  as  about  the  17th  day.  Or, 
if  the  two  groups  of  cases  be  taken  together,  it  will  be  seen 
that  36  per  cent,  only  proved  fatal  after  the  15th  day  of  the 
disease,  and  not  one  after  the  20th  day ;  presenting  in  this 
particular  a  striking  contrast  to  the  cases  of  typhoid  fever,  of 
which,  as  we  have  seen,  90'9  per  cent,  proved  fatal  after  the 
15th  day,  and  nearly  one-half  after  the  20th  day. 

Thirty-two  cases  proved  fatal  during  the  progress  of  the 
fever.  The  average  day  of  residence  in  the  hospital  on  which 
these  patients  died  was  the  7th — two  dying  on  the  3rd  day 
after  their  admission,  and  one  surviving  till  the  16th  day. 

The  six  patients  (omitting  one  who  died  of  smallpox)  that 
recovered  from  the  attack  of  typhus,  and  the  date  of  the 
commencement  of  whose  illness  was  ascertained,  or  nearly  so, 
died  respectively  on  the  22nd,  23rd,  24th,  29th,  44th,  and 
148th  days,  reckoning  from  the  outset  of  the  disease ;  the  day 
of  death  of  these  patients  being  respectively  the  19th,  18th, 
17th,  17th,  31st,  and  141st  of  their  residence  in  the  hospital. 

The  four  patients,  the  duration  of  whose  illness  before 
admission  was  unknown,  and  who  died  of  disease  that  super- 
vened during  the  progress  of  the  typhus,  and  continued  after 
that  had  run  its  course,  or  that  began  after  its  termination, 
died  severally  on  the  llth,  12th,  16th,  and  30th  days  after 
they  were  admitted  into  the  wards. 

ERUPTION. 

Description  of  the  Rose  Spots  peculiar  to  Typhoid  Fever. — 
The  eruption  in  the  cases  of  typhoid  fever  here  analysed  was 
papular.  The  papulae,  called  by  Louis  taclces  roses  lenticu- 
laires,  possessed  the  following  characters : — 

They  were  slightly  elevated.  To  detect  the  elevation  the 
finger  had  to  be  passed  very  delicately  over  the  surface,  as 
they  had  none  of  the  hardness  of  the  papulse  of  lichen,  or  of 
the  first  day's  eruption  of  smallpox.  Their  apices  were  never 
acuminated,  never  flat,  but  invariably  rounded — their  bases 
gradually  passed  into  the  level  of  the  surrounding  cuticle. 
No  trace  of  a  vesicle  or  white  spot  of  any  kind  was  ever 
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detected  on  them.  They  were  circular  and  of  a  bright  rose 
colour,  the  latter  fading  insensibly  into  the  natural  hue  of  the 
skin  around.  They  never  possessed  a  well-defined  margin. 

They  disappeared  completely  on  pressure,  resuming  their 
characteristic  appearances  as  soon  as  the  pressure  was  re- 
moved, and  this  was  true  from  first  to  last,  from  their  first 
eruption  to  their  last  trace.  They  left  no  stain  of  the  cuticle 
behind ;  they  never  passed  into  anything  resembling  petechiae 
— the  characters  they  presented  on  their  first  appearance  con- 
tinued till  they  vanished.  Their  ordinary  size  was  about  a 
line  in  diameter,  but  occasionally  they  were  not  more  than 
half  a  line,  and  sometimes  a  line  and  a  half  in  diameter. 

The  duration  of  each  papula  was  three  or  four  days ;  fresh 
papulae  made  their  appearance  every  day  or  two.  Sometimes 
only  one  or  two  were  present  at  first,  ran  the  course  above 
described,  and  then  one  or  more  fresh  ones  made  their 
appearance,  vanished  in  three  or  four  days,  and  were  followed 
by  others  to  last  as  long. 

The  number  of  papulae  seen  at  one  time  on  the  surface  was 
ordinarily  from  six  to  twenty — though  occasionally  there  was 
only  one,  and  sometimes  more  than  one  hundred. 

They  usually  occupied  the  abdomen,  thorax,  and  back,  but 
were  occasionally  present  on  the  extremities.  One  was 
frequently  noticed  on  the  thorax  over  the  cellular  interval, 
at  the  upper  border  of  the  pectoralis  major  on  either  side. 

A  very  pale  and  delicate  scarlet  tint  of  the  skin  sometimes 
preceded  the  eruption  of  the  papulae,  but  never  lasted  more 
than  a  day  or  two — the  skin  resembling  in  tint  that  of  a 
person  shortly  after  leaving  a  hot  bath. 

Rose  spots  were  present  in  nineteen  of  the  twenty-three 
fatal  cases  here  analysed. 

There  was  no  eruption  detected  in  four  cases. 

The  date  of  the  first  appearance  of  the  papulae  was  ascer- 
tained in  three  cases,  which  commenced  suddenly,  and  was 
the  8th,  12th,  and  20th  days ;  the  patients  being  admitted 
respectively  on  the  4th,  5th,  and  10th  days  of  the  disease. 

In  a  fourth  case,  in  which  the  papulae  first  appeared  on  the 
19th  day,  the  patient,  a  strong-made  butcher's  man,  left  his 
work  only  eight  days  before  the  eruption  appeared,  but  had 
been  ailing  for  ten  days  before  he  left  his  work. 
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The  papulae  were  present  in  thirteen  cases  when  the  patients 
first  came  under  observation — three  of  these  cases  being  seen 
for  the  first  time  on  the  9th,  13th,  and  18th  day  of  the 
disease ;  five  on  about  the  8th,  10th,  12th,  16th  and  22nd  day ; 
and  two  on  about  the  15th,  and  two  on  the  28th  day.  In  one 
case  no  clew  to  the  duration  of  the  disease  before  the  patient's 
admission  could  be  obtained.  In  two  cases  the  date  of  the 
first  appearance  of  the  spots  was  not  noted. 

Of  the  four  cases  in  which  no  spots  were  detected,  three 
had  been  ill  before  they  entered  the  hospital  more  than 
fourteen  days,  and  one  probably  more  than  three  weeks. 

The  longest  time  any  given  papula  remained  visible  was 
six  days,  the  shortest  time  one  day.  The  average  duration  of 
each  spot,  calculated  from  repeated  observations  on  nine  of 
the  cases  here  analysed,  each  observation  including  several 
spots,  was  3'14  days. 

In  three  cases  which  proved  fatal  on  the  32nd,  34th,  and 
86th  days,  fresh  spots  made  their  appearance  as  late  as  the 
29th,  21st,  and  24th l  days.  The  first  of  these  cases  proved 
fatal  from  peritonitis,  the  other  two  died  of  erysipelas. 

In  the  seven  cases  which  proved  fatal  on  about  the  23rd, 
25th,  28th,  30th,  44th,  46th,  and  71st  days,  fresh  spots  were 
observed  to  appear,  respectively,  as  late  as  about  the  19th, 
15th,  24th,  24th,  23d,  24th,  and  30th  days  of  the  disease.  Of 
these  patients,  the  first  three,  or  those  who  expired  as  nearly 
as  could  be  ascertained  before  the  30th  day,  died  chiefly  from 
the  abdominal  lesion. 

The  last  four  died  respectively  of  pneumonia,  sloughing, 
erysipelas,  and  pleuro-pneumonia  and  sloughing. 

No  second  crop  of  papulae  was  observed  in  seven  cases,  the 
patients  dying  on  the  2nd,  3rd,  3rd,  5th,  6th,  7th,  and  15th 
days,  after  they  came  under  observation. 

In  the  two  cases  in  which  the  date  of  the  first  appearance 
of  the  spots  was  not  noted,  the  presence  or  absence  of  more 
than  one  crop  of  papulae  was  not  recorded. 

To  sum  up — 

1.  Rose  spots  were  detected  during  the  progress  of  all  the 
cases  admitted  before  the  14th  day  of  the  disease. 

1  This  patient  had  a  relapse  after  convalescence  was  partially  established, 
and  then  spots  reappeared  and  continued  as  late  as  the  forty-ninth  day. 
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2.  The  spots  usually  appeared  between  the  7th  and  14th 
days  after  the  first  symptoms  of  the  disease  showed  them- 
selves.1 

3.  The  ordinary  duration  of  each  spot  was  three  days. 

4.  Fresh  spots  generally  appear  every  day  or  two  after 
their  first  eruption,  till  from  the  21st  to  the  30th  day. 

5.  One  case  relapsed,  and  in  that  fresh  papulse  appeared 
every  day  or  two  till  the  24th  day,  then  no  more  were  seen 
till  the  37th  day,  after  which  fresh  spots  were  again  noted 
daily  till  the  49th  day,  reckoning  from  the  first  outset  of  the 
disease. 

6.  The  fever  terminated  by  the  30th  day,  as  proved  by  no 
fresh  spots  appearing  after  that  day,  unless  in  the  case  of  a 
relapse,  and  by  the  presence  of  local  complications  sufficient 
to  account  for  death  in  all  cases  that  proved  fatal  after  that 
date. 

Description  of  the  Mulberry  Rash2 peculiar  to  Typhus. — 
In  the  case  of  typhus  fever,  the  eruption  was  never  papular. 
Its  characters  varied  with  its  duration.  On  the  first  appear- 
ance of  the  rush,  it  consisted  of  very  slightly  elevated  spots 
of  a  dusky  pink  colour.  Each  spot  was  flattened  on  the  sur- 
face, irregular  in  outline,  had  no  well-defined  margin,  but 
faded  insensibly  into  the  hue  of  the  surrounding  skin,  dis- 
appeared completely  on  pressure,  and  varied  in  size  from  a 
point  to  three  or  four  lines  in  diameter.  The  largest  spots 
appeared  to  be  formed  by  the  coalescence  of  two  or  more 
smaller  ones,  and  the  shape  of  the  former  accordingly  was 
more  irregular  than  that  of  the  latter.3 

1  I  would  here  remind  the  reader,  that  as  these  particulars  are  deduced 
from  a  limited  number  of  fatal  cases,  the  exact  days  of  the  first  and  last 
appearance  of  the  eruption  seem  to  be  a  little  more  irregular  than  they  really 
are.     It  is  well  known  that  fatal  cases  of  smallpox  and  scarlet  fever  are  not 
the  best  fitted  for  exhibiting  the  regular  course  of  the  eruption  in  the  two 
diseases. 

2  I  have  ventured  to  use  a  new  term  for  designating  the  rash  peculiar  to 
typhus,  because  I  consider  it  unadvisable  to  retain  any  of  the  names  now 
in  use,  limited  as  each  of  those  names  is  to  a  peculiar  modification  of  the 
one  rash  here  described.     In  consequence  of  the  eruptions  in  scarlet  and 
typhoid  fevers  having  received  names  from  their  colour,   and  the  rash  of 
typhus  fever  often  resembling  the  hue  of  the  stain  of  the  mulberry,  I  have 
been  led  to  adopt  the  above  term. 

3  In  some  cases  it  was  doubtful  if  the  spots  on  their  first  appearance  had 
not  the  characters  here  assigned  to  them  as  their  second  stage. 
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Second  Stage. — In  one,  two,  or  three  days,  these  spots 
underwent  a  marked  change ;  they  were  no  longer  elevated 
above  the  surrounding  cuticle,  their  hue  was  darker  and  more 
dingy  than  on  their  first  appearance,  their  margins  rather 
more,  but  still  imperfectly  defined,  and  now  they  only  faded 
on  pressure.1  In  this  stage  they  were  usually  darker,  less 
affected  by  pressure,  and  their  margins  more  defined  on 
the  posterior  than  on  the  anterior  surface  of  the  body.  In 
some  cases  the  spots  after  this  grew  paler,  passed  into  faintly 
marked  reddish-brown  stains,  and  then  disappeared. 

Third  Stage. — In  others  a  third  stage  was  reached,  the 
centres  of  the  spots  became  dark  purple,  and  remained  un- 
altered by  pressure,  although  their  circumferences  still  faded ; 
or  the  entire  spots,  the  circumferences  as  well  as  the  centres, 
changed  into  true  petechise,  i.e.  spots  presenting  the  following 
characters — a  dusky  crimson  or  purple  colour,  quite  unaffected 
by  pressure,  a  well-defined  margin,  and  total  want  of  elevation 
above  the  level  of  the  cuticle.  This  alteration  was  most  fre- 
quently observed  to  take  place  on  the  back,  at  the  bend  of 
the  elbow,  and  in  the  groin.  At  the  bend  of  the  elbow  they 
were  generally  oval,  their  long  axis  lying  in  the  direction  of 
the  long  axis  of  the  arm. 

In  a  large  majority  of  the  cases  the  spots  were  very  numer- 
ous, close  together,  sometimes  almost  covering  the  skin.  In  a 
few  instances,  however,  they  were  comparatively  few  in  number, 
very  pale,  and  situated  at  some  distance  from  each  other.2 

The  usual  situation  of  the  spots  was  the  trunk  and 
extremities,  but  occasionally  they  were  limited  to  the  trunk, 
and  now  and  then  were  observed  on  the  face. 

1  By  the  term  '  faded  on  pressure,'  I  intend  to  signify,  that  however  firmly 
the  finger  was  pressed  on  the  spots,  they  could  not  be  entirely  obliterated, 
but  some  trace  of  the  spots  or  stain  of  the  cuticle  remained. 

2  In  these  cases,  on  the  first  day  of  their  appearance  they  occasionally  bore 
so  close  a  resemblance  to  the  rose  spots,  that  although  they  were  never  alto- 
gether identical  with  the  best-marked  specimens  of  the  latter,  yet  the  most 
tutored  eye  might  be  in  some  doubt  as  to  which  order  they  belonged  ;  and 
when  the  general  symptoms  were  at  the  same  time  equivocal,  the  diagnosis 
was  impossible  till  a  day  or  two  had  elapsed,  when  some  or  all  of  the  spots 
passed  into  their  second  stage  ;  whereas,  if  they  had  been  the  spots  peculiar 
to  the  typhoid  fever,  they  would  have  retained  the  characters  they  presented 
on  the  first  day,  till  they  disappeared  altogether  on  the  third  or  fourth  day 
after  their  eruption. 
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Their  number  reached  its  maximum  on  the  first,  second, 
or  third  day,  no  fresh  spots  appearing  after  the  latter  date, 
and  each  spot  remained  visible  from  its  first  eruption  till  the 
whole  rash  vanished. 

When  very  numerous,  the  whole  of  the  spots  seen  together 
on  the  surface  had  not  an  equal  depth  of  colour,  many  were 
much  paler  than  the  others,  and  had  a  dull  appearance  as  if 
seen  through  the  cuticle.  In  my  notes  I  have  been  in  the 
habit  of  distinguishing  these  collectively  as  the  '  subcuticular 
rash.'  It  often,  by  its  abundance,  gave  a  mottled  aspect  to  the 
skin,  on  which  ground  the  darker  spots  were  seated. 

Variations  in  the  absolute  or  relative  amount  of  the  sub- 
cuticular rash,  and  of  the  spots,  as  well  as  in  the  depth  of 
their  respective  colours,  cause  much  difference  in  the  general 
appearance  of  the  rash.  Sometimes  it  resembles  measles  so 
closely  as  tot  be  distinguished  from  it  with  difficulty  ;  at 
others,  it  presents  that  appearance  which  has  been  called  the 
spotted  rash  ;  and  again,  it  is  sometimes  so  pale,  that  unless 
carefully  looked  for  it  might  be  passed  over  altogether.  When 
the  spots  on  the  back  were  of  a  much  deeper  hue  than  those 
on  the  anterior  surface  of  the  trunk,  the  skin  covering  the 
posterior  surface  was  generally  considerably  congested.  Slight 
pressure  of  the  finger  left  a  white  mark,  which  slowly  re- 
turned to  its  previous  dusky  red  colour. 

The  eruption  (mulberry  rash)  characteristic  of  typhus 
fever,  was  observed  in  all  of  the  forty- three  cases  of  that 
disease  here  analysed. 

The  rash  appeared  in  two  cases  after  the  patient's  admis- 
sion into  the  hospital ;  the  date  of  its  first  eruption  in  these 
two  cases  was  the  seventh  and  ninth  days.  In  the  remaining 
forty-one  cases,  the  rash  was  developed  before  the  patients 
came  under  observation. 

Of  these  forty-one  cases — 


1  was  first  seen  on  the  6th  day  of 
disease. 

were  7th 

8th 
9th 
10th 
12th 
13th 


15th 


1  was  first  seen  on  about  the  5th  day 

of  disease. 

2  „  „  8th    „ 
2                „                „              9th   „ 

1  „  „  10th    „ 

2  15th   , 
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And  in  twelve  cases  it  was  uncertain  how  long  the  disease 
had  existed  prior  to  the  presence  of  the  rash  being  noted. 

In  eleven  of  the  forty-three  cases,  the  eruption  disappeared 
before  death,  a  mere  trace  of  the  spots  only  existing  in  four 
cases  on  the  14th  day,  in  two  on  the  20th,  and  in  one  there 
was  no  trace  of  the  spots  on  the  24th  day,  no  note  of  their 
condition  having  been  taken  for  some  days  preceding;  these 
seven  patients  were  first  seen  on  the  7th,  8th,  9th,  9th,  9th, 
10th,  and  15th  days  of  the  disease,  the  eruption  being  present 
on  all  at  these  times. 

The  four  patients  from  whom  the  rash  disappeared  on  the 
14th  day  died  on  the  23rd,  24th,  32nd,  and  148th  days,  after 
the  first  symptoms  of  fever  showed  themselves.  Of  these  the 
first  died  of  asthenic  laryngitis ;  the  second  of  phlebitis,  which 
began  after  the  patient  had  left  his  bed  and  was  considered 
convalescent ;  the  third  of  smallpox,  caught  during  con- 
valescence; and  the  fourth  of  erysipelas,  sloughing  of  the 
back,  and  pneumonia.  The  diseases  that  caused  death  in 
the  first  and  last  supervened  during  the  progress  of  the  fever, 
and  continued  after  that  had  run  its  course. 

Of  the  three  patients  from  whom  the  rash  disappeared  on 
the  20th,  and  before  the  24th  days  of  the  disease,  the  two 
former  died  on  the  22nd  and  29th  days  of  circumscribed  gan- 
grene of  the  lung,  and  of  sloughing  abscess  and  pleuro- 
pneumonia ;  and  the  third  on  the  44th  day,  of  gangrenous 
abscess  of  the  lung.  These  fatal  complications  also  arose 
during  the  course  of  the  primary  disease,  and  caused  the 
patients'  death  some  time  after  the  specific  fever  had  termi- 
nated. It  was  uncertain  how  long  the  disease  had  existed 
prior  to  the  admission  of  the  remaining  four  patients  (i.e. 
of  the  eleven  from  whom  the  eruption  disappeared  before 
death),  but  a  mere  trace  only  of  the  spots  was  to  be  seen  on 
the  8th,  9th,  9th,  and  13th  days  of  their  residence  in  the 
hospital,  the  patients  dying  on  the  llth,  12th,  30th,  and  16th 
days  respectively,  of  pus  in  the  joints,  cerebral  congestion, 
pleuro-pneumonia,  and  erysipelas  ;  all  commencing  before  the 
fever  had  finished  its  course,  and  continuing  and  proving  fatal 
to  the  patient  after  its  termination. 

In  one  case,  some  difficulty  was  experienced  in  determin- 
ing the  nature  of  the  spots,  i.e.  whether  they  were  true 
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typhus  spots  ;  they  were  in  fact  so  imperfectly  marked,  that 
the  diagnosis  between  typhus  and  typhoid  fever  could  not 
in  this  case  have  been  positively  formed  from  the  eruption 
alone. 

In  the  remaining  thirty-one  cases,  the  rash  was  distinctly 
visible  till  death.  In  four  of  these  cases,  it  became  somewhat 
paler  the  last  two  or  three  days  of  life ;  in  four  others,  no 
note  of  its  condition  was  made  for  a  day  or  two  before  the 
fatal  termination — these  eight  patients  survived  beyond  the 
14th  day  of  the  disease ;  in  twenty-three  of  these  thirty-one 
cases,  the  rash  continued  to  grow  darker,  and  to  be  less 
affected  by  pressure,  till  death. 

Of  the  thirty-one  cases  in  which  the  mulberry  rash  was 
distinctly  visible  till  death — 

1  died  on  about  the  9th  day  of  disease, 
llth  ,, 
13th  „ 
15th  ,. 
16th  „ 
17th 


The  date  of  the  disease  on  admission  in  six  cases  was  entirely 
unknown ;  two  of  the  six  died  on  the  third  day  of  their 
residence  in  the  hospital,  the  other  four  respectively  on  the 
4th,  6th,  7th,  and  8th  days.  To  sum  up — 

1.  The  mulberry  rash  was  present  in  all  the  cases. 

2.  The  rash  usually  appeared  from  the  5th  to  the  8th 
day  of  the  disease.1 

3.  Fresh  spots  never  appeared  after  the  2nd  or  3rd  days 
of  the  eruption. 

4.  The  duration  of  each  spot  was  from  its  first  appearance 
till  the  death  or  recovery  of  the  patient  from  the  attack  of 
typhus. 

5.  The  rash  disappeared  between  the  14th  and  21st  days 
of  the  disease ;  when  death  ensued  after  the  latter  date,  it 
was   the  result   of  local   disease,  which  either   complicated 
the  progress  of  the  fever,  and  continued  after  that  had  run 

1  See  note  3,  p.  19. 


1  died  on  the  10th  day  of  the  disease. 
2         llth 

2 

12th 

3 

13th 

3    ' 

14th 

1 

15th 

2 

16th 

2 

17th 

1 

19th 

1 

20th 
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its  course,  or  sprang  up  anew,  connected  or  not  with  the 
enfeebled  state  of  constitution,  the  consequence  of  the  fever. 

6.  In  no  case  was  there  any  return  of  the  eruption,  and 
therefore  no  true  relapse. 

MILIARY  VESICLES — HYGROMETRIC  AND  THERMOMETRIC 
CONDITIONS  OF  THE  SKIN. 

Typhoid  Fever. — Miliary  vesicles  were  noted  to  be  present 
during  life  in  three  of  the  twenty-three  cases  here  analysed. 
In  one  they  appeared  on  the  84th  day  of  the  disease,1  and 
continued  till  the  death  of  the  patient  on  the  27th  day ;  in 
one  of  the  three  there  were  none  present  on  the  9th  day,  but 
a  great  number  were  observed  on  the  llth,  and  continued  till 
the  14th  or  15th,  the  patient  dying  on  the  25th  day;  in  the 
third  case  there  was  an  abundant  crop  on  the  26th  day.  In 
all  the  three  cases  they  were  preceded  and  accompanied  by 
a  warm  skin  and  profuse  sweating. 

In  four  of  the  remaining  twenty  cases,  miliary  vesicles 
were  detected  after  death ;  two  of  the  four  sweated  profusely 
just  before  death ;  the  condition  of  the  skin  in  the  other  two 
at  that  time  was  not  recorded.  Therefore,  seven  of  the 
twenty-three  had  miliary  vesicles — i.e.  in  the  proportion  of 
30'4  per  cent.,  or  nearly  one-third. 

The  skin  during  the  first  week  of  the  disease  was  hot  and 
dry  in  two  cases,  warm  and  perspiring  in  one  case.  None  of 
these  cases  were  seen  before  the  4th  day  of  the  disease. 

During  the  second  week  it  was  hot  and  dry  in  one  case : 
hot  and  sweating  in  three ;  cool  or  cold  in  one. 

During  the  third  week  it  was  hot  and  dry  in  three  cases  ; 
hot  and  sweating  in  one  ;  warm  and  dry  in  two  ;  cool  and 
dry  in  five  cases. 

During  the  fourth  week  it  was  hot  and  dry  in  three  cases ; 
hot  and  sweating  in  one ;  warm  and  dry  in  two :  and  warm 
and  sweating  in  one  case. 

1  From  the  calculation  made  when  treating  of  the  duration  of  the  two 
diseases,  it  appeared  probable  that  I  had  ascertained  very  nearly  the  date 
of  the  disease  on  which  those  said  to  have  been  admitted  on  about  a  given 
day  of  the  disease  were  received  into  the  hospital.  I  shall,  therefore,  hence- 
forth, make  no  distinction  between  the  two  groups,  but  speak  of  all  as 
admitted  or  seen  on  a  given  day  of  the  disease. 
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The  variations  in  the  temperature  of  the  skin  in  the  same 
patient  were  considerable;  and  in  several  instances  where 
the  typhoid  fever  was  prolonged,  these  changes  were  observed 
to  have  no  relation  to  the  duration  of  the  disease.  Thus  the 
skin  hot  on  the  8th  day  was  in  one  case  warm  on  the  9th, 
hot  on  the  10th,  warm  on  the  llth,  12th,  and  14th,  and  again 
hot  the  six  or  seven  succeeding  days.  And  the  same  want 
of  relation  existed  between  the  sweats  and  the  duration  of  the 
disease.  Thus  in  the  case  last  referred  to  the  patient  per- 
spired during  the  10th,  12th,  13th,  and  14th  nights — the  skin 
having  been  dry  during  the  days ;  on  the  17th  day  the  skin 
was  moist ;  while  on  the  15th,  16th,  18th,  and  22d,  there  were 
no  sweats  either  at  night  or  during  the  day. 

Typhus  Fever. — Miliary  vesicles  were  observed  during  life 
in  two  of  the  forty- three  cases.  In  one  the  hygrometric 
condition  of  the  skin  was  not  noted  at  the  time  of  their 
appearance — viz.,  the  12th  day  of  the  disease ;  they  had  dis- 
appeared before  the  patient  was  seen  on  the  16th  day — the 
skin  having  been  cool  and  dry  the  preceding  day.  This 
patient  survived  till  the  148th  day  from  the  commencement 
of  illness.  In  the  other  case  the  skin,  hot  and  dry  on  the 
llth  day,  was  sweating  profusely  on  the  12th  and  13th — on 
neither  of  which  days  were  any  miliary  vesicles  present ;  but 
on  the  14th  day  there  were  a  few  in  the  groin  and  under  the 
clavicles.  This  patient  died  on  the  15th  day  of  the  disease. 

There  were  no  miliary  vesicles  in  eleven  cases.  The  skin 
in  three  of  the  eleven  perspired  profusely ;  in  one  it  was  cool, 
in  five  warm  and  dry ;  and  in  two  it  was  hot  and  dry. 

No  note  of  the  presence  or  absence  of  miliary  vesicles  was 
made  during  life  in  the  remaining  thirty  cases ;  but  in  three 
of  the  thirty  some  were  discovered  after  death.  The  hygro- 
metric state  of  the  skin,  which  existed  for  some  time  before 
the  fatal  termination,  was  not  recorded  in  these  three  cases. 

During  the  first  week  of  the  disease  the  skin  was  hot  and 
dry  in  two  cases,  and  warm  and  dry  in  four — none  of  them 
being  seen  before  the  5th  day. 

During  the  second  week  it  was  hot  in  seven  cases,  two  of 
which  sweated  profusely,  one  on  the  15th,  and  the  other  on 
the  13th  and  14th  days ;  it  was  warm  and  dry  in  fourteen 
cases,  two  of  which  sweated  profusely  on  respectively  the  9th 
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and  10th  day  ;  it  was  cool  in  twelve  cases,  two  of  which  per- 
spired freely  on  the  15th  day  of  the  disease. 

The  profuse  perspirations  in  the  above  six  cases  preceded 
the  fatal  termination  one  or  two  days,  and  continued  till 
death. 

During  the  third  week  of  the  disease  the  skin  was  warm 
and  dry  in  one  case,  which  survived  till  the  148th  day  of 
illness,  and  cool  in  three  cases.  After  the  temperature  began 
to  fall,  it  was  exceedingly  rare  for  it  to  rise  again,  unless  the 
illness  was  prolonged  by  local  disease  beyond  the  termination 
of  the  typhus  fever. 

It  is  remarkable  that  of  the  five  patients  who  sweated 
profusely,  and  on  whom,  nevertheless,  no  miliary  vesicles 
were  detected,  four  were  more  than  forty  years  old,  their 
mean  age  being  fifty-five  years;  while  the  five  patients  on 
whose  skin  miliary  vesicles  were  detected,  either  during  life 
or  after  death,  were  all  under  forty,  their  mean  age  being 
thirty-one  years. 

Seventeen  of  the  forty-three  patients  who  laboured  under 
typhus  fever,  and  whose  cases  we  are  examining,  were  under 
forty  years  of  age  ;  five  of  the  seventeen — i.e.  in  the  propor- 
tion of  29'4  per  cent. — had,  as  I  have  stated,  miliary  vesicles 
of  their  surface,  either  detected  during  life  or  discovered  after 
death. 

Twenty-six  of  the  forty-three  patients  labouring  under 
typhus  fever  were  forty  years  of  age  and  upwards ;  but  on  not 
one  of  these  was  a  vesicle  detected. 

EXPRESSION — MANNER — HUE  OF  FACE,  ETC. 

Typhoid  Fever. — The  expression  in  two  cases  was  nearly 
natural  throughout  the  whole  course  of  the  disease. 

In  the  majority  of  the  cases  here  examined  it  was 
oppressed,  heavy,  and  somewhat  anxious ;  the  expression  of 
heaviness  and  prostration  was,  however,  far  less  marked  than 
in  the  cases  of  typhus  fever ;  and  in  two  patients,  while 
delirious,  the  expression  was  highly  vivacious. 

The  natural  hue  of  the  face — i.e.  of  the  skin  of  the  whole 
face — was  unchanged,  excepting  in  three  cases,  in  which  it 
had  a  very  slightly  marked  dusky  appearance. 
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There  was  no  flush  in  three,  and  no  note  made  of  its  pre- 
sence in  eight  cases. 

In  twelve  of  the  twenty-three  cases  the  face  was  flushed; 
in  eleven  of  the  twelve  the  flush  was  pink,  and  limited  to 
one  or  both  cheeks ;  it  varied  in  intensity,  disappeared,  and 
returned  occasionally  in  the  same  day. 

This  limitation  of  the  flush  to  the  cheeks  was  not  peculiar 
to  any  one  period  of  the  disease  ;  it  was  well  marked  in  one 
case,  when  admitted  on  the  8th  day  of  the  disease,  and  con- 
tinued so  till  the  23rd  day,  the  patient  dying  on  the  25th.  In 
another,  admitted  on  the  5th  day,  there  was  a  circumscribed 
flush  on  the  cheeks  on  the  7th  day,  which  continued  with 
little  change  till  the  15th  day,  the  patient  dying  on  the  17th 
day. 

This  flush  when  conjoined,  as  it  sometimes  was,  with  ex- 
treme emaciation,  sunken  eyes,  large  pupils,  quick  breathing, 
sharp  and  somewhat  anxious  manner,  forcibly  recalled  to  the 
mind  cases,  not  of  typhus  fever,  but  of  phthisis. 

Typhus  Fever. — In  none  of  the  forty-three  cases  was  the 
expression  natural  throughout  the  disease. 

In  a  large  majority  of  the  cases  both  the  expression  and 
the  manner  of  the  patient  were  so  peculiar,  that  from  them 
alone  the  diagnosis  might  have  been  formed.  They  were 
dull,  heavy,  oppressed,  confused,  like  those  of  a  drunken  man 
just  disturbed  from  sleep.  The  mind  was  rarely  intelligent 
enough  after  the  commencement  of  the  second  week  to  be 
disturbed  as  to  the  final  issue ;  and,  as  the  disease  in  itself  is 
free  from  serious  organic  lesion,  all  automatic  as  well  as 
mental  expression  of  anxiety  was  absent. 

The  hue  of  the  face,  after  about  the  6th  day,  was,  like  the 
expression  and  manner,  peculiar — it  was  thick  and  muddy- 
looking  ;  the  change  from  this  condition  to  the  clearness  of 
health  was  most  remarkable — it  was  well  seen  in  the  patient 
who  recovered  from  the  attack  of  fever  and  died  of  small-pox, 
before  referred  to. 

This  muddy  hue  had  no  relation  to  the  flush  of  the  face, 
for  it  was  often  present  when  the  face  was  pale ;  moreover, 
though  only  noted  in  the  face,  it  affected  more  or  less  the 
whole  skin. 
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The  face  was  flushed  in  eighteen  cases,  and  in  every  case 
the  flush  covered  the  whole  face,  though  in  some  it  might 
have  been  somewhat  more  intense  on  the  cheek  than  else- 
where. 

The  colour  of  the  face  when  flushed  was  dusky  red,  and 
never  pink,  as  the  cheeks  were  in  the  cases  of  typhoid  fever. 

In  some  cases  the  face  was  recorded  to  be  pale  through- 
out the  disease.  Its  condition  in  the  other  cases  was  not 
noted. 

HEADACHE. 

Typhoid  Fever. — In  two  cases,  the  histories  of  which  were 
complete,  and  the  duration  of  the  disease  lengthened,  there 
was  no  headache. 

In  twelve  cases,  headache  was  one  of  the  earliest  symptoms; 
in  five  of  these  it  disappeared  respectively  on  about  the  6th, 
13th,  13th,  17th,  and  17th  day  of  the  disease;  in  six,  before 
they  came  under  observation,  severally  on  the  15th,  16th, 
18th,  21st,  21st,  and  28th  day.  In  one  case  there  was  a  little 
headache  on  the  14th  day ;  but,  from  the  subsequent  mental 
confusion  of  the  patient,  it  was  uncertain  when  it  ceased. 

Of  the  previous  histories  of  nine  cases,  with  respect  to  the 
point  we  are  investigating,  no  particulars  could  be  obtained  ; 
but  in  three  there  was  no  headache  on  the  15th,  21st,  and 
21st  day;  in  one  there  was  only  trifling  headache  on  the 
15th  day;  the  state  of  mind  in  the  remaining  five  was  such 
when  they  entered  the  hospital,  that  I  could  not  ascertain  if 
headache  existed  at  that  time. 

Thus  headache  was  in  a  large  majority  of  cases  one  of  the 
earliest  symptoms  of  these  cases  of  typhoid  fever ;  and  in  the 
majority  of  them  it  disappeared  spontaneously  at  the  latter 
end  of  the  second,  or  during  the  third  week  of  the  disease. 

The  pain  was  generally  seated  in  the  forehead,  and  never 
in  the  occiput.  It  varied  much  in  degree,  some  patients 
complaining  of  it  severely,  others  scarcely  noticing  it.  It 
had  no  definite  character — i.e.  the  patients  could  rarely  give 
it  any  name,  as  darting,  bursting,  etc. 

Typhus  Fever. — In  two  cases  there  was  no  headache. 

In  nineteen  cases  it  was  one  of  the  earliest  symptoms,  and, 
in  the  majority,  commenced  the  first  or  second  day  of  the 
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disease ;  in  four  of  the  nineteen  it  disappeared  respectively 
on  the  8th,  9th,  llth,  and  12th  day;  in  seven  there  was  no 
headache  present  when  the  cases  were  severally  taken  on  the 
8th,  9th,  9th,  10th,  10th,  13th,  and  14th  day ;  in  three  others 
it  was  still  very  severe  respectively  on  the  6th,  7th,  and  9th 
day ;  in  the  remaining  five  of  the  nineteen  there  was  so  much 
mental  confusion  or  actual  delirium  present  when  the  patients 
came  under  observation,  that  no  dependence  could  be  placed 
on  their  answers  to  questions  regarding  their  sensations ;  the 
fact  of  the  existence  of  headache  at  an  early  period  of  the 
disease  was  in  these  cases  obtained  from  the  friends  of  the 
patients.  In  three  cases,  the  histories  of  which  were  doubt- 
ful, the  headache  was  trifling  when  they  were  first  seen  sever- 
ally on  the  8th,  8th,  and  9th  day ;  it  had  disappeared  in  all 
the  three  on  the  10th  day. 

Of  five  patients  in  whom  the  duration  of  the  disease  before 
their  admission  into  the  hospital  was  unknown,  and  the  his- 
tories of  whose  cases  were  uncertain,  four  had  some  headache 
when  first  seen ;  the  fifth  was  at  that  time  free  from  pain  in 
the  head. 

No  dependence  could  be  placed  on  the  replies  of  fourteen 
of  the  forty-three  patients  to  questions  regarding  their  sensa- 
tions, in  consequence  of  their  mental  confusion ;  but  none  of 
the  fourteen  while  in  the  hospital  complained  of  headache. 

So  that  headache  was  one  of  the  earliest  symptoms  hi  a 
large  majority  of  the  cases,  and  it  usually  disappeared  spon- 
taneously by  the  10th  day  of  the  disease,  and  in  every  case 
before  the  termination  of  the  second  week. 

The  seat  of  the  pain  was  generally  the  forehead,  very  rarely 
the  vertex  or  temples,  and  in  no  case  the  occiput.  It  varied 
much  in  severity,  was  often  extremely  intense,  but  was  some- 
times so  trifling,  that  unless  inquiries  had  been  made  of  the 
patients,  they  would  not  have  mentioned  it. 

It  was  usually  an  undefinable  pain,  not  to  be  characterised 
by  such  terms  as  stabbing,  throbbing,  etc. 

DELIRIUM. 

Typhoid  Fever. — There  was  no  delirium  in  three  cases,  but 
in  one  of  the  three  there  was  considerable  mental  confusion. 
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Delirium  was  present  in  twenty  cases ;  in  ten  of  the  twenty 
it  began  severally  on  the  3rd,  6th,  6th,  10th,  14th,  15th,  23rd, 
26th,  28th,  and  29th  day ;  seven  were  delirious  when  first  seen 
between  the  13th  and  21st  days  inclusive :  in  the  remaining 
three  of  the  twenty  cases  it  was  uncertain  at  what  date  of  the 
disease  the  delirium  set  in. 

The  delirium  continued  till  death  in  nine  cases  ;  in  eight 
of  these  the  fatal  termination  occurred  on  the  12th,  17th, 
17th,  21st,  25th,  27th,  30th,  and  30th  day  of  the  disease;  in 
one  of  the  nine  the  duration  of  the  disease  at  the  time  of  the 
patient's  death  was  unknown. 

In  one  case,  which  proved  fatal  on  the  23rd  day,  there  was 
no  delirium  after  the  21st  day,  from  which  time  till  her  death 
the  patient  lay  in  a  state  of  profound  stupor. 

The  delirium  usually  first  showed  itself  at  night,  the 
patients  sleeping  during  part  of  the  day.  It  varied  much  in 
amount,  sometimes  being  so  violent  that  the  patients  left 
their  beds,  and  even  ran  screaming  through  the  wards;  at 
others  showing  itself  by  slight  delusions  only  discovered  to 
exist  by  accident,  or  again  by  almost  constant  chattering. 

Ten  of  eighteen  patients — i.e.  more  than  one-half,  or  hi  the 
proportion  of  55 '5  per  cent,  of  those  who  were  delirious  after 
they  entered  the  hospital,  and  of  whom  notes  on  the  point 
were  made — left  their  beds  to  wander  about  the  ward. 

Typhus  Fever. — The  mind  of  one  patient  of  the  forty-three, 
whose  cases  I  am  here  examining,  was  perfect  throughout 
the  disease.  This  was  a  very  mild  case  in  every  particular ; 
the  patient  died  of  phlebitis  after  he  had  once  left  his  bed. 
In  another  case  there  was  only  slight  mental  confusion ;  this 
patient  also  survived  the  fever.  Although  there  was  no 
actual  delirium  in  thirteen  other  cases,  yet  there  was  in  them 
such  extreme  mental  confusion  that  the  patients  could  give 
no  account  of  their  past  state,  '  felt  bothered,'  had  no  idea 
how  long  they  had  been  in  the  hospital,  nor  in  some  cases 
where  they  were. 

Delirium  began  in  ten  cases  respectively  on  the  5th,  8th, 
10th,  10th,  llth,  llth,  llth,  12th,  and  13th  day.  It  was  pre- 
sent when  five  cases  first  came  under  observation,  severally 
on  the  6th,  8th,  9th,  9th,  and  14th  day. 

In  every  instance  in  which  the  delirium  commenced  after 
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the  patients  entered  the  hospital,  excepting  one,  it  was  pre- 
ceded by  a  varying  amount  of  mental  confusion. 

It  was  uncertain  how  long  nine  patients  had  been  ill,  who 
were  delirious  when  I  first  saw  them.  Four  patients  were 
admitted  into  the  wards  in  a  state  of  complete  stupor.  The 
delirium  continued  till  the  death  of  the  patients  in  thirteen 
cases,  nine  of  which  proved  fatal  severally  on  the  9th,  llth, 
llth,  14th,  16th,  17th,  17th,  19th,  and  20th  day.  The 
remainder  of  the  forty-three  patients  either  sank  into  a  state 
of  absolute  coma,  or  survived  the  termination  of  the 
fever. 

The  character  of  the  delirium  was  usually  far  less  active 
than  that  of  the  delirium  of  typhoid  fever,  the  patients  dis- 
played less  vivacity,  and  fewer  of  them,  seven  only  of  the 
twenty-four,  i.e.  at  the  rate  of  29 -2  per  cent,  of  those  who 
were  delirious  after  they  were  admitted  into  the  hospital, 
attempted  to  leave  their  beds  to  roam  in  the  wards. 

SOMNOLENCE — COMA   VIGIL. 

Typhoid  Fever. — There  was  no  somnolence  in  twelve 
cases ;  one  of  these  proved  fatal  after  the  patient  had  been 
ill  an  uncertain  time;  eleven  on  the  12th,  17th,  17th,  21st, 
25th,  25th,  27th,  30th,  32nd,  46th,  and  86th  day  after  the  ill- 
ness commenced.  These  eleven  cases  were  seen  for  the  first 
time  respectively  on  the  5th,  6th,  15th,  14th,  7th,  llth,  20th, 
28th,  18th,  16th,  and  9th  day. 

Somnolence  was  observed  in  eleven  cases;  of  three  of 
these  I  have  no  notes  to  show  when  it  ceased,  but  it  was  pro- 
found when  one  was  admitted  on  the  6th  day ;  in  four  cases 
which  proved  fatal  after  the  termination  of  the  fever,  somno- 
lence began  on  the  15th,  22nd,  25th,  and  26th  day,  and  ceased 
on  the  19th,  28th,  31st,  and  27th  day,  the  patients  dying 
respectively  on  the  44th,  71st,  34th,  and  46th  day ;  in  three 
cases  somnolence  commenced  on  the  14th,  23rd,  and  27th 
day,  and  continued  till  the  death  of  the  patients  severally  on 
the  23rd,  28th,  and  30th  day;  one  patient  was  somnolent 
when  the  case  was  taken  on  the  15th  day;  continued  so  till 
the  23rd,  and  died  on  the  33rd' of  pleuro-pneumonia. 

The    intensity  of   the    somnolence    varied    from   mere 
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drowsiness  to  profound  stupor.  I  have  not  included  among 
the  cases  affected  with  somnolence,  those  of  the  patients  who 
slept  during  a  portion  of  the  day,  but  who  had  been  awake  a 
great  part  of  the  night.  Coma  Vigil,  as  described  under  the 
head  of  typhus,  was  not  present  in  a  single  case. 

Typhus  Fever. — There  was  no  somnolence  in  sixteen 
cases ;  six  of  these  survived  the  fever.  The  duration  of  the 
disease  prior  to  the  admission  of  four  of  the  sixteen  cases 
could  not  be  ascertained.  The  remaining  twelve  were  ad- 
mitted into  the  hospital,  one  on  the  6th,  four  on  the  7th, 
four  on  the  8th,  one  on  the  9th,  one  on  the  12th,  and  one  on 
the  14th  day  of  the  disease,  and  (those  that  lived  after  the 
termination  of  the  fever  being  omitted)  died,  one  each  on 
the  10th,  llth,  12th,  and  14th  days,  and  three  on  the  16th 
day. 

Somnolence  occurred  in  twenty-seven  cases ;  in  eleven  of 
them  on  the  7th,  10th,  9th,  llth,  llth,  llth,  12th,  12th,  12th, 
13th,  and  13th  day;  in  seven  before  the  10th,  10th,  13th, 
14th,  14th,  14th,  and  15th  day. 

It  continued  in  twenty  cases  till  death,  which  in  eleven  of 
the  twenty  happened  during  the  latter  part  of  the  second 
week,  i.e.  from  the  9th  to  the  14th  day  inclusive ;  in  four 
during  the  third  week,  i.e.  between  the  15th  and  20th  day ; 
in  five  of  the  twenty  cases  the  duration  of  the  disease  was 
unknown.  In  three  cases  the  somnolence  terminated  in 
coma  vigil. 

Coma  Vigil. — By  this  term  I  intend  to  express  that  pecu- 
liar condition  in  which  the  patient  lies  with  his  eyes  open, 
evidently  awake,  but  indifferent  or  insensible  to  all  going  on 
around  him,  and  not  what  some  writers  on  fever  have  meant 
by  the  expression,  viz.,  that  state  in  which  a  patient  lies 
asleep  for  hours,  and  yet  declares  on  awakening  that  he  has 
never  closed  his  eyes. 

Nine  patients,  or  more  than  one-fifth  of  the  forty-three 
patients,  experienced  coma  vigil  (as  I  have  above  defined  the 
expression)  from  one  to  four  days  immediately  preceding 
then*  death.  These  nine  cases  terminated  fatally  on  from  the 
10th  to  the  19th  day,  and  in  two  cases  at  an  uncertain  period 
of  the  disease. 
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RELATION    BETWEEN    HEADACHE,    DELIRIUM, 
SOMNOLENCE,    AND    COMA    VIGIL. 

Typhoid  Fever. — The  two  patients  who  from  the  outset 
of  the  disease  were  free  from  headache,  had  violent  and  long- 
continued  delirium,  but  were  up  to  the  time  of  their  death 
exempt  from  somnolence. 

In  two  cases  only  was  there  any  headache  after  delirium 
commenced. 

One  patient,  who  died  after  the  termination  of  the  fever, 
was  violently  delirious  on  his  admission  on  the  15th  day  of 
the  disease,  and  profoundly  comatose  on  the  16th ;  another, 
delirious  and  sleeping  less  than  natural  on  his  admission  on 
the  15th  day,  continued  in  the  same  state  till  the  26th  day, 
when  he  became  very  drowsy  and  remained  so  for  twenty- 
four  hours ;  after  recovering  from  this  slight  somnolence  he 
slept  tolerably  well  till  his  death,  on  the  forty-sixth  day  from 
the  commencement  of  his  illness. 

The  delirium  continued  after  the  somnolence  began  in  all 
the  cases,  and  did  not  disappear  till  the  death  of  the  patient, 
unless  the  somnolence  passed  into  coma. 

In  one  case  the  delirium  was  considerable  and  long- 
continued,  the  somnolence  trifling. 

There  was  headache  in  one  case,  in  the  course  of  which 
there  was  neither  somnolence  nor  delirium. 

Typhus  Fever. — Of  the  two  patients  whose  histories  ren- 
dered it  probable  that  they  had  no  headache,  even  from  the 
outset  of  the  disease,  and  certainly  they  could  have  had  but 
little,  one  suffered  from  violent  delirium,  and  the  other  from 
somnolence  terminating  in  coma  vigil. 

The  headache  disappeared  before  the  delirium  began  in 
every  case  in  which  the  latter  commenced  after  the  patient's 
entrance  into  the  hospital. 

Of  ten  cases  accurate  information  was  obtained  respecting 
the  date  of  the  commencement  of  somnolence  and  delirium  ; 
in  nine  of  the  ten  the  delirium  preceded  the  somnolence,  in 
one  only  did  the  somnolence  precede  the  delirium. 

Delirium  was  unaccompanied  by  somnolence  in  five  cases, 
but  two  of  these  had  coma  vigil.  Somnolence  without  actual 
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delirium  occurred  in  six  cases  ;  coma  vigil  without  delirium 
in  three;  somnolence  and  delirium  conjoined  in  nineteen 
cases. 

Delirium  preceded  coma  vigil  in  five  cases,  the  delirium 
in  one  being  accompanied  by  somnolence ;  this  peculiar  con- 
dition was  preceded  by  somnolence  without  delirium  in  one 
case,  mental  confusion  not  amounting  to  actual  delirium 
preceded  it  in  two  cases,  and  it  was  present  when  one  case 
entered  the  hospital. 

SPASMODIC  MOVEMENTS. 

Typhoid  Fever. — Spasmodic  twitchings  of  the  muscles  of 
the  face  or  arms  occurred  in  six  of  twenty-one  cases ;  picking 
of  the  bed-clothes  in  two.  In  no  case  were  there  general 
convulsions. 

Typhus  Fever. — Involuntary  twitchings  of  the  muscles  of 
the  face,  arms,  or  hands,  were  observed  in  twelve  cases.  In 
two  of  these  the  spasmodic  action  of  the  inferior  recti  muscles 
of  the  eyes,  and  of  the  levatores  palpebrarum  gave  to  the 
countenance  a  most  remarkable  aspect ;  the  spasmodic  move- 
ments were  in  both  cases  excited  at  any  moment  by  suddenly 
raising  either  arm — the  patients  at  the  time  appearing  totally 
insensible  to  all  going  on  around. 

Two  patients  suffered  from  general  convulsions ;  in  both 
cases  they  were  repeated  twice,  at  intervals  of  one  and  three 
days. 

RETENTION  OF  URINE,  AND  INVOLUNTARY   DISCHARGE 
OF  URINE  AND  STOOLS. 

Typhoid  Fever. — The  urine  was  retained  in  one  case  only, 
and  the  catheter  had  to  be  introduced  for  its  removal  on  the 
23rd  day  of  the  disease. 

The  urine  was  passed  involuntarily  in  ten  cases ;  for  the 
first  time  on  from  the  9th  to  the  27th  day  of  the  disease. 
Thus  about  one-half  of  the  cases  experienced  involuntary 
discharge  or  retention  of  urine.  Ten  patients  passed  stools 
into  the  bed ;  this  symptom  was  noted  to  be  present  for  the 
first  time  on  from  the  13th  to  the  35th  day  of  the  disease. 
With  one  exception  the  urine  was  passed  involuntarily  into 
the  bed  at  the  same  time  as  the  stools. 
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Typhus  Fever. — The  urine  was  retained,  and  required  the 
use  of  the  catheter  for  its  removal  in  eleven  of  the  forty- 
three  cases.  The  retention  first  occurred  between  the  10th 
and  21st  days  inclusive,  and  with  two  exceptions  between  the 
10th  and  16th  days  iuclusive.  It  was  passed  involuntarily 
in  twelve  cases — this  first  took  place  on  from  the  8th  to  the 
20th  day ;  in  two  cases  the  retention  of  urine  was  preceded 
for  a  day  by  its  involuntary  discharge.  Either  retention  or 
involuntary  discharge  of  urine  was  a  symptom  in  twenty-one 
or  in  nearly  one-half  of  the  patients ;  and  as  no  notes  on  the 
point  were  taken  in  seven  cases  in  which  the  prostration  was 
extreme,  it  is  probable  that  considerably  more  than  one-half 
were  thus  affected. 

The  stools  were  passed  involuntarily  in  seventeen  cases  ; 
the  day  of  the  disease  on  which  this  symptom  first  occurred 
was  from  the  8th  to  the  21st ;  it  was  in  every  case  accom- 
panied by  an  involuntary  discharge  of  urine. 

LOSS  OF  MUSCULAR  POWER  AFTER  THE  PATIENT'S 
ADMISSION  INTO  THE  HOSPITAL. 

Typhoid  Fever. — Two  patients  were  able  to  leave  their 
beds  unassisted  and  with  facility  throughout  the  whole  course 
of  the  disease.  One  of  these  patients  died  on  the  25th  day 
of  the  disease,  and  the  other  five  weeks  after  her  admission. 

Two  were  able  to  leave  their  beds  with  tolerable  facility 
up  to  the  15th  and  24th  day  of  the  disease  respectively,  but 
the  former  on  the  16th  and  the  latter  on  the  26th  day,  were 
unable,  without  assistance,  to  reach  the  close  stool  placed 
immediately  adjoining  the  bed. 

Five  patients  could,  though  with  great  difficulty,  get  out 
of  bed  unassisted,  from  the  13th  to  the  30th  days,  while  ten 
were  quite  unable  to  do  so  from  the  5th  to  the  26th  days ; 
there  was  extreme  prostration  in  eight  cases  from  the  14th 
to  the  30th  days. 

Of  four  patients  my  notes  were  incomplete. 

Two  others  were  admitted  in  a  state  of  extreme  prostra- 
tion after  the  disease  had  lasted  an  uncertain  period. 

Typhus  Fever. — One  patient  only  could  leave  his  bed  with 


36  TYPHOID  AND  TYPHUS  FEVERS 

tolerable  facility  through  the  whole  course  of  the  disease ; 
this  was  a  very  mild  case  in  every  respect,  and  the  patient 
died  of  phlebitis  some  time  after  convalescence  from  the 
fever ;  two  with  difficulty  from  their  admission  on  the  8th 
and  7th  day  of  the  disease,  till  the  death  of  one  on  the  14th, 
and  the  recovery  of  the  other,  who  eventually  died  of  small- 
pox. 

Twelve  patients  were  unable  to  leave  their  beds  unassisted 
from  the  6th  to  the  14th  day. 

In  thirty-four  cases  the  prostration  was  extreme ;  in  a 
large  majority  of  these  cases  the  prostration  became  extreme 
between  the  9th  and  the  12th  days.  In  one  case  the  patient, 
though  able  to  get  out  of  bed  unassisted,  with  difficulty,  on 
the  5th  day  of  the  disease,  was  quite  unable  to  leave  her  bed 
unassisted  on  the  6th,  and  on  the  9th  day  was  in  a  state  of 
extreme  prostration.  In  one  case  only  the  prostration  was 
not  extreme  till  as  late  as  the  17th  day  of  the  disease. 

Nine  cases  were  at  the  time  of  then*  admission  into  the 
hospital  in  a  state  of  extreme  prostration ;  the  duration  of 
the  disease,  prior  to  the  time  they  came  under  observation, 
being  unknown. 

SYMPTOMS  FURNISHED  BY  THE  ORGANS  OF  THE  SENSES. 

Typhoid  Fever. — Epistaxis  occurred  in  one-third  of  the 
cases,  or  in  five  out  of  fifteen,  the  particulars  of  which  were 
obtained  from  the  commencement  of  the  disease  ;  in  neither 
of  them  was  it  excessive,  and  in  one  case  only  a  few  drops  of 
blood  were  lost.  .  The  hemorrhage  took  place  in  these  five 
cases  respectively  on  the  4th,  8th,  llth,  12th,  and  12th  day; 
it  was  repeated  in  the  last  on  the  14th  day. 

In  six  cases  it  was  not  known  whether  epistaxis  had  taken 
place  prior  to  the  patients'  admission  into  the  hospital,  which 
in  four  of  the  six  was  on  the  6th,  13th,  14th,  and  21st  day, 
and  in  two  at  an  undetermined  period  of  the  disease. 

Hearing. — Almost  a  fourth,  or  six  of  the  twenty-three 
patients  had  deafness  more  or  less  complete  after  they  entered 
the  hospital ;  and  three  tinnitus  aurium  ;  one  of  these  three 
subsequently  became  deaf.  The  difficulty  in  hearing  made 
its  appearance  on  from  the  12th  to  the  25th  days. 
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Eyes. — The  conjunctivas  were  injected  in  three  cases,  and 
in  one  of  the  three  continued  so  from  the  time  the  patient 
was  first  seen,  i.e.  the  13th  day  of  the  disease,  till  the  fatal 
termination  on  the  23rd  day ;  the  other  two  came  under 
observation  between  the  21st  and  27th  days.  In  one  case 
they  were  injected  when  the  patient  was  first  seen  on  the  9th 
day  of  the  disease,  but  on  the  llth  day  they  were  pale.  In 
ten  other  cases  the  conjunctivse  were  noted  to  be  pale,  the 
patients  being  under  observation  repeatedly  at  different 
periods  of  the  disease ;  one  of  these  ten  cases  was  seen  as 
early  as  the  5th,  and  one  as  late  as  the  30th  day. 

In  two  cases  only  were  the  pupils  of  the  eyes  noted  to  be 
smaller  than  natural,  while  in  seven  cases  they  were  decidedly 
dilated ;  the  pupils  of  the  eyes  in  two  patients,  first  observed 
on  the  5th  and  14th  days  of  the  disease,  were  in  each,  at 
those  dates  noted  to  be  normal  in  size,  but  on  the  8th  and 
22nd  day  respectively,  they  were  larger  than  natural 

The  exact  day  of  the  disease  on  which  they  were  first 
observed  to  be  greatly  dilated,  varied  in  six  cases,  respecting 
which  notes  on  the  point  were  taken,  from  the  8th  to  the 
22nd  day ;  a  seventh  case  came  under  observation  after  the 
fever  had  continued  an  uncertain  time. 

Typhus  Fever. — Epistaxis. — There  was  not  a  single  in- 
stance of  bleeding  from  the  nose  in  twenty-three  cases,  the 
particulars  of  which,  before  they  entered  the  hospital,  were 
obtained ;  nor  did  one  of  the  forty-three  patients,  whose  cases 
we  are  examining,  suffer  from  epistaxis  after  their  admission 
into  the  hospital. 

Hearing. — Nine,  or  rather  more  than  a  fifth  of  the  forty- 
three  patients  labouring  under  typhus,  had  more  or  less 
complete  deafness  as  a  consequence  of  the  fever,  and  one 
tinnitus  aurium. 

The  difficulty  of  hearing  was  first  observed  from  the  10th 
to  the  13th  day  of  the  disease. 

Eyes. — The  conjunctivse  were  more  or  less  intensely  in- 
jected in  twenty-five  cases  ;  and  in  all  of  those  in  which  the 
opportunity  occurred  of  observing  the  date  of  the  first  appear- 
ance of  this  increased  vascularity,  it  began  during  the  second 
week.  In  one  case  only,  seen  during  the  first  week,  were 
they  injected  at  that  time  ;  in  eleven  of  the  twenty-five  cases 
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in  which  the  conjunctivae  were  more  vascular  than  natural, 
the  pupils  were  contracted. 

THE   TONGUE. 

Typhoid  Fever. — Notes  respecting  the  physical  condition 
of  the  tongue  were  made  hi  twenty  of  the  twenty-three  cases 
here  considered. 

In  six  it  was  moist  during  the  whole  time  the  patients 
were  under  observation,  or  respectively  from  the  10th,  llth, 
12th,  15th,  18th,  and  20th  day,  till  their  death  ;  four  of  them 
dying  between  the  15th  and  30th  days,  and  two  some  time 
after  the  latter  date.  In  four  of  these  six  cases  it  was  clean 
or  slightly  furred,  neither  of  the  four  dying  before  the  24th 
day  of  the  disease  ;  in  the  fifth  it  was  brown  and  furred,  and 
in  the  sixth  yellow  and  furred. 

In  another  case,  first  seen  on  the  20th  day,  and  which 
proved  fatal  on  the  27th  day,  the  tongue,  with  the  exception 
of  the  25th  day,  when  it  was  dry  in  the  centre,  was  moist 
throughout  the  disease. 

So  that  the  tongue  may  be  said  to  have  been  moist  during 
the  whole  course  of  the  disease  in  a  third  of  the  cases  in  which 
its  condition  in  that  respect  was  noted. 

In  twelve  cases  the  tongue  was  entirely  or  partially  dry 
and  brown  at  some  period  of  the  disease ;  in  two,  however,  the 
hue  never  exceeded  in  depth  a  pale  yellow  brown ;  in  six  it 
could  never  be  said  to  be  dark  brown  ;  while  in  two  it  was 
almost  black ;  one  of  the  two,  however,  was  at  the  time  suffer- 
ing from  extensive  gangrene  of  one  lower  extremity. 

In  about  one-third  of  the  cases,  i.e.  seven  of  the  twenty,  it 
was  more  or  less  red ;  in  one-fourth  glazed  entirely  or  par- 
tially ;  and  hi  one-fifth  of  the  twenty  it  was  deeply  fissured 
at  some  period  of  the  disease. 

In  one  case  only  was  the  patient  unable  to  protrude  the 
tongue  when  directed  to  do  so. 

There  was  no  regularity  in  the  order  of  the  succession  of 
these  various  conditions  of  the  organ ;  thus,  in  one  case  seen 
on  the  8th  day,  it  was  at  that  time  covered  with  a  thick  layer 
of  brown  mucus,  and  rather  moist ;  on  the  9th  and  10th  days 
it  was  partially  covered  with  yellowish  brown  flakes  and 
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fissured;  on  the  llth  day  moist,  and  covered  with  a  thick 
white  fur;  on  the  12th  and  14th  days  it  resumed  the  appear- 
ance it  presented  on  the  9th  and  llth  days ;  on  the  15th  day 
it  was  again  moist  and  white ;  on  the  16th  it  presented  a  dry 
centre ;  on  the  17th,  18th,  and  19th  days,  it  was  pale  brown 
over  its  whole  surface,  and  fissured  in  the  centre,  while  on 
the  22nd  day  its  centre  only  was  pale  brown,  its  edges  being 
white,  on  which  day  the  last  note  of  the  tongue  was  made ; 
the  patient  died  on  the  25th  day  of  the  disease. 

Typhus  Fever. — The  varying  physical  conditions  of  the 
tongue  were  recorded  in  forty-one  of  the  forty-three  cases 
here  analysed. 

In  one  only  was  it  moist  during  the  whole  time  it  was 
under  observation;  the  patient,  a  female  child,  aged  ten 
years,  was  first  seen  on  the  15th  day  of  the  disease,  the 
tongue  being  then  moist  and  white ;  from  the  18th  to  the 
21st  day  it  was  moist  and  partially  brown  ;  the  child  eventu- 
ally died  from  gangrenous  tubercular  abscess  of  the  lung. 

It  was  moist  in  ten  cases  when  first  seen  on  from  the  8th 
to  the  llth  day,  but  grew  darker  as  the  disease  advanced. 

The  tongue  in  thirty  cases  was  dry  when  first  under 
observation ;  the  day  of  the  disease  on  which  twenty  of  the 
thirty  were  seen  varied  from  the  6th  to  the  18th  day;  of  the 
other  ten,  no  history  to  determine  the  date  of  the  disease 
could  be  obtained. 

It  was  moist  and  slightly  furred  in  a  patient  seen  on  the 
9th  day,  dry  and  slightly  furred  in  the  same  patient  on  the 
10th,  llth,  and  12th  days;  this  was  a  very  mild  case,  in 
which  the  fatal  termination  was  caused  by  phlebitis. 

In  thirty-cases  the  tongue  was  completely  dry  and  dark- 
brown  at  some  period  of  the  disease. 

The  patients,  in  whom  it  was  dry  and  brown  when  they 
were  first  seen,  and  the  date  of  whose  disease  on  their  admis- 
sion was  exactly  or  approximately  ascertained,  came  under 
observation  from  the  6th  to  the  13th  day. 

It  was  moist  and  loaded  in  three  patients  on  their  admis- 
sion the  8th,  8th,  and  9th  day  of  the  disease,  and  became  dry 
and  brown  in  these  three  cases,  respectively  on  the  10th,  10th, 
and  12th  day. 

In  four  only  of  the  forty-one  cases,  or  about  one-tenth, 
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was  the  tongue  fissured,  and  in  five  only,  or  about  one-eighth, 
was  there  any  redness  of  the  organ.  One-fifth  of  the  patients 
were  unable  to  protrude  the  tongue  at  some  period  of  the 
disease. 


ABDOMINAL  PAIN,  TENDERNESS  AND  PHYSICAL  SIGNS. 

Typhoid  Fever. — Of  eleven  patients,  respecting  whose 
condition  previous  to  their  admission  into  the  hospital  pretty 
accurate  histories  with  reference  to  the  point  were  obtained, 
live,  or  nearly  one-half,  suffered  pain  in  the  abdomen,  as  one 
of  the  earliest  symptoms  of  the  outset  of  the  disease. 

Six  of  twenty-one  patients,  of  whom  notes  on  the  point 
were  made,  suffered  from  pain  in  the  abdomen  after  their 
admission  into  the  hospital;  these  patients  were  received 
into  the  wards  between  the  8th  and  16th  day  of  the  disease ; 
in  one  case  only  was  any  pain  complained  of  in  the  4th 
week. 

No  tenderness  existed  in  five  cases  while  they  were  under 
observation,  respectively  from  the  5th,  15th,  19th,  and  21st 
day,  till  the  12th,  27th,  28th,  and  in  two  cases  until  after  the 
30th  day. 

Tenderness  of  the  abdomen  was  present  in  three-fourths, 
or  in  fifteen  of  twenty  cases,  respecting  which  notes  on  the 
point  we  are  considering  were  made. 

In  one  of  the  fifteen,  however,  it  did  not  arise  till  periton- 
itis, the  consequence  of  perforation,  had  taken  place. 

The  tenderness  was  sometimes  limited  to  the  right  iliac 
fossa,  and,  though  frequently  extreme,  was  occasionally 
trifling. 

Gurgling,  generally  situated  in  the  right  iliac  fossa,  was 
present  in  five  cases,  or  nearly  a  fourth;  the  bowels  being 
relaxed  in  every  one  of  the  five  cases. 

The  abdomen  was  full  in  three  cases,  resonant  in  five, 
full  and  resonant  in  ten  cases.  In  one  instance  only  did  it 
preserve  its  normal  form,  and  afford  a  natural  percussion 
note.  The  size  of  the  abdomen  was  often  extreme,  but 
whether  much  or  little  distended,  its  shape  was  invariably 
the  same,  and  somewhat  peculiar ;  its  convexity  was  from 
side  to  side,  and  not  from  above  downward ;  the  patient  was 
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never  '  pot-bellied/  but  tub-shaped.  The  cause  probably  was, 
that  the  flatus  chiefly  occupied  the  colon  —  ascending, 
descending,  and  transverse. 

Typhus  Fever. — One  only  out  of  twenty  cases,  of  which 
histories  on  the  point  were  obtained,  had  suffered  pain  in  the 
abdomen  among  the  first  symptoms  of  the  disease ;  this  was 
a  female,  aged  fifty-six,  in  whom  the  catamenia  had  for  some 
time  appeared  at  irregular  intervals;  she  fainted  suddenly 
nine  days  before  her  entrance  into  the  hospital,  and  on 
recovery  experienced  severe  headache  and  pain  in  the 
abdomen ;  on  the  following  day  the  catamenia  flowed  freely, 
and  all  pain  in  the  abdomen  vanished. 

Another  admitted  on  the  8th  day  of  the  disease,  had 
experienced  griping  pains  in  the  abdomen  from  the  5th  to 
the  7th  day ;  there  was  no  return  of  the  pain  in  either  case 
after  admission. 

Two  patients,  after  they  were  received  into  the  hospital, 
suffered  from  slight  pain  in  the  abdomen,  respectively  on  the 
8th  and  9th  day  of  the  disease. 

There  was  trifling  tenderness  of  the  abdomen  in  five  of 
twenty-six  cases  seen  during  the  second  week  of  the  disease ; 
in  two  others  there  was  tenderness  at  an  uncertain  period  of 
the  disease. 

Of  nine  patients  under  observation,  during  the  third  week 
of  the  disease,  and  of  whom  notes  were  made  with  reference 
to  the  subject,  one  only  experienced  any  tenderness  of  the 
abdomen. 

Tenderness  of  the  abdomen  was  then  present  at  some 
period  of  the  disease  in  nine  cases,  but  in  eight  of  them  it 
was  trivial  and  transient ;  in  the  ninth  it  was  more  decided, 
commenced  gradually  on  the  12th  day,  and  continued  till  the 
fatal  termination  on  the  20th  day;  it  was  limited  almost 
entirely  to  the  hypogastric  region.  The  subject  of  this 
anomaly  suffered  from  retention  of  urine,  and  after  death 
there  was  found  minute  capillary  injection  of  the  mucous 
membrane  of  the  bladder,  more  marked  on  its  anterior  than 
on  its  posterior  surface. 

Gurgling  was  detected  in  one  case  only,  and  in  that  there 
existed  at  the  time  considerable  diarrhoea. 

The  abdomen  in  twelve  of  forty-one  cases,  of  which  notes 
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on  the  point  were  made,  was  full  and  resonant ;  in  three  only 
of  these  twelve  cases  was  it  unnaturally  distended,  and  in 
none  of  the  three  was  it  noted  to  possess  the  peculiar  shape 
of  the  typhoid  abdomen. 

In  twenty-two  cases  there  was  neither  fulness,  resonance, 
tenderness,  nor  gurgling;  in  these  twenty- two  cases  the 
abdomen  presented  all  the  physical  signs  of  health,  and  in 
two  of  them  it  was  noted  to  be  somewhat  concave. 


DISCHARGES  FROM  THE  BOWELS. 

Typhoid  Fever. — Particulars  were  obtained  from  the 
patients  or  their  friends,  regarding  the  condition  of  the  bowels 
before  admission  into  the  hospital,  in  sixteen  of  the  twenty- 
three  cases. 

In  two  of  the  sixteen  the  bowels  were  confined,  the 
patients  being  admitted  respectively  on  the  9th  and  15th 
day  of  the  disease;  in  four,  confined  till  after  a  dose  of 
aperient  medicine,  from  the  moment  of  the  action  of  which 
diarrhoea  set  in  (these  four  were  admitted  into  the  hospital 
respectively  on  the  8th,  8th,  12th,  and  29th  day);  in  two 
cases  which  came  under  observation  on  the  4th  and  13th 
day,  the  bowels  were  stated  to  have  been  regular  up  to  those 
dates,  one  stool  only  having  been  passed  daily. 

The  bowels  were  much  relaxed  before  the  admission  of 
the  remaining  eight  cases,  in  the  majority  from  the  outset  of 
the  disease,  and  in  all  before  the  administration  of  aperients. 

The  condition  of  the  bowels  was  recorded  frequently 
after  the  admission  into  the  hospital  in  twenty-one  of  the 
twenty-three  cases. 

Of  these  twenty-one,  two  only  needed  aperients,  one  a 
single  dose  of  castor  oil,  the  second  repeated  doses  of  that 
and  other  aperients,  while  one  case  in  the  first  week  of  the 
disease,  three  in  the  second,  two  in  the  third,  and  six  during 
the  fourth  week,  required  the  repeated  exhibition  of  opiates 
to  restrain  diarrhoea.  Of  two  patients  seen  during  the  first 
week  of  the  disease,  one  passed  from  two  to  six  watery  stools 
daily,  the  other  from  three  to  four. 

In  the  second  week  the  number  of  stools  passed  each  day 
varied  from  one  to  four.  Of  seven  patients  under  observation 
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during  this  time,  five  passed  as  many  as  three  stools  each, 
and  one  four  stools  in  twenty-four  hours.  Of  fourteen 
patients  of  whom  notes  were  taken  during  the  third  week  of 
the  disease,  nine  passed  three  stools  each,  and  two  as  many 
as  four  and  six  in  one  day,  while  in  the  fourth  week  fourteen 
out  of  fifteen  patients  passed  three  stools  each  on  one  day, 
and  ten  of  fifteen  from  four  to  six  stools.  From  the  above 
calculations  I  have  excluded  the  two  cases  which  required  an 
aperient  after  they  came  under  observation.  One  of  these,  a 
male  aged  twenty-eight,  entered  the  hospital  on  the  10th  day 
of  the  disease.  His  bowels  had  been  confined  from  the  first, 
and  for  the  twenty-four  hours  succeeding  his  admission  he 
passed  no  stool ;  half  an  ounce  of  castor  oil  was  given ;  on  the 
following  day  he  had  three  stools,  on  the  13th  day  two,  on 
the  16th  day  he  passed  no  stool,  and  from  that  time  the 
bowels  continued  regular  till  the  25th  day  of  the  disease, 
when  the  patient  died  of  profuse  hemorrhage  from  the  bowels. 
The  other  case  was  that  of  a  female  who  entered  the  hospital 
on  about  the  15th  day  of  the  disease,  but  who  had  been 
under  my  observation  for  some  days  preceding  her  admission. 
From  the  first  her  bowels  had  been  confined.  On  the  16th 
day  she  passed  one  stool,  on  the  following  day  none,  she  then 
had  half  an  ounce  of  castor  oil,  which  acted  three  times ;  from 
this  time  till  the  25th  day,  she  scarcely  had  a  stool  without 
the  aid  of  aperients.  On  the  28th  she  seemed  nearly  well, 
her  bowels  were  quite  regular,  and  she  left  her  bed.  On 
the  36th  day  she  was  suddenly  seized  with  severe  pain  in  the 
abdomen,  took  an  aperient  on  the  37th  day,  and  on  the  38th 
passed  four  dark  solid  lumpy  stools,  on  the  40th  four  equally 
solid  stools ;  from  this  time  she  had  one  or  more  scanty  solid 
stools  till  her  death  on  the  46th  day,  from  extensive  ulcera- 
tion  and  perforation  of  the  agminated  glands  at  the  lower 
part  of  the  ileum. 

The  consistence  of  the  stools  was  watery  in  twelve  cases 
at  some  period  of  the  disease,  and  soft,  pultaceous,  or  almost 
fluid  in  four  others. 

In  eight  cases  only  were  stools  of  natural  consistence 
passed  after  the  patients  came  under  observation,  and  in  five 
of  these  the  stools  were  watery  during  some  period  of  the 
disease.  Their  colour  varied  from  pale  brown  to  almost 
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black ;  when  watery  they  were  usually  pale  yellowish  brown, 
with  a  sediment  composed  of  small  solid  yellowish  particles. 

Seven  out  of  twenty-one  patients,  particulars  respecting 
whose  stools  were  recorded,  passed  blood  from  the  bowels. 
In  one,  discharges  of  blood  took  place  on  the  6th  and  7th 
day  of  the  disease.  On  the  10th  the  stools  were  healthy  in 
appearance,  and  well  formed,  and  although  they  afterwards 
became  watery,  there  was  no  return  of  the  hemorrhage.  One 
man  passed  a  small  quantity  of  blood  on  the  8th,  9th,  and 
10th  days  of  the  disease,  and  again  from  the  28th  to  the  32nd 
—i.e.  the  day  of  death — the  stools  between  the  two  attacks 
of  hemorrhage  being  watery,  but  free  from  blood.  In  one 
case  blood  was  mixed  or  passed  with  every  stool  from  the 
14th  to  the  21st  day,  the  patient  dying  on  the  25th  day. 

In  four  cases  hemorrhage  from  the  bowels  occurred  during 
the  last  day  or  two  of  life,  the  patients  dying  respectively  on 
the  17th,  23rd,  25th,  and  28th  day  of  the  disease. 

The  blood  lost  varied  in  quantity  from  an  ounce  or  two  to 
two  or  three  pints  ;  in  hue  from  black  to  bright  red  ;  and  in 
consistence  from  a  reddish  watery  fluid  to  the  consistence  of 
treacle,  and  even  solid  clots. 

Typhus  Fever. — The  bowels  were  stated  to  have  been  more 
or  less  confined  from  the  commencement  of  the  disease  till 
the  admission  of  the  patients,  in  ten  out  of  nineteen  cases,  the 
histories  of  which  were  obtained  with  as  much  accuracy  as 
possible;  in  six  of  these  nineteen  cases  they  were  regular 
from  the  first ;  five  of  the  nineteen  had  taken  one  or  more 
powerful  doses  of  aperients,  without  producing  any  diarrhcea  ; 
three  only  of  the  nineteen  had  diarrhoaa  before  their  entrance 
into  the  hospital,  and  in  two  of  the  three  it  supervened  after 
the  use  of  aperient  medicine ;  these  nineteen  cases  were  ad- 
mitted between  the  5th  and  the  12th  days  of  the  disease. 
Notes  were  taken  of  the  condition  of  the  bowels  in  the  whole 
of  the  forty-three  cases  after  the  patient's  admission  into  the 
hospital.  Twenty-two  needed,  while  under  observation,  the 
use  of  from  one  to  four  doses  of  aperient  medicine,  while  in 
one  case  only  was  an  opiate  required  for  the  purpose  of 
checking  diarrhcea. 

In  two  of  the  four  patients  seen  during  the  first  week  of 
the  disease,  the  bowels  were  confined  till  an  aperient  was 
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administered  ;  and  in  neither  of  the  other  two  did  the  number 
of  stools  passed  in  any  one  day  exceed  two. 

Of  ten  patients  seen  during  the  second  week  Avho  took  no 
aperient,  four  only  passed  more  than  two  stools  on  any  one 
day ;  but  one  of  these  two  had  severe  diarrhoea,  passing  from 
four  to  six  watery  stools  daily. 

Of  nine  patients  under  treatment  during  the  third  week, 
four  required  the  use  of  aperient  medicine,  and  in  one  only 
was  there  any  diarrhoea. 

Two  of  eleven  patients  admitted  after  the  disease  had 
lasted  an  uncertain  time,  required  the  use  of  aperients,  and 
in  one  case  only  of  the  eleven  was  diarrhoea  present ;  but  in 
this  case  it  was  very  severe,  from  two  to  six  stools  being 
evacuated  daily  for  nearly  a  fortnight. 

The  consistence  of  the  stools  was  noted  in  seventeen  cases : 
in  two  only  were  they  watery,  in  eight  they  were  pultaceous, 
in  seven  solid.  No  note  was  made  of  their  consistence  in 
twenty-six  cases  ;  but  in  fourteen  of  these  twenty-six  aperients 
were  required :  so  that  in  these  the  stools  were  at  least  as  solid 
as  natural,  or  scanty  in  quantity. 

Hemorrhage  from  the  bowels  did  not  occur  in  a  single 
case. 

APPETITE  AND  THIRST. 

Typhoid  and  Typhus  Fevers. — Loss  of  appetite  was  one 
of  the  earliest  symptoms  in  both  diseases,  and  continued  till 
their  termination.  There  was  more  or  less  thirst  in  every 
case  of  the  two  affections,  but  my  notes  do  not  enable  me  to 
state  the  relative  quantities  of  fluids  drunk  by  the  two  groups 
of  patient,  though  the  point  is  one  of  interest,  with  reference 
especially  to  the  large  quantity  of  urine  passed  in  many  cases 
of  typhoid  fever,  compared  with  the  amount  of  the  same  ex- 
cretion in  typhoid  fever,  even  though  deduction  be  made  for 
the  loss  of  fluid  by  purging  in  the  latter. 

THE  PULSE. 

Typhoid  Fever. — The  frequency  of  the  pulse  varied  very 
greatly  in  different  cases  during  the  same  period  of  the 
disease.  During  the  first  week  it  ranged  from  110  to  132  ; 
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during  the  second  from  80  to  128 ;  during  the  third  from 
60  to  160 ;  and  during  the  fourth  from  96  to  a  rate  too  rapid 
to  count. 

The  pulse-frequency  varied  much  from  day  to  day  in  the 
same  patient.  To  show  these  variations,  I  have  arranged 
in  the  following  table  the  number  of  its  beats  per  minute  on 
particular  days  in  four  cases ; x  these  variations  in  its  fre- 
quency were,  so  far  as  could  be  ascertained,  independent  of 
increase  or  diminution  in  the  severity  of  local  complica- 
tions : — 


Day  of 

Beats  of 

Day  of 

Beats  of 

Day  of 

Beats  of 

Day  of 

Beats  of 

Disease. 

Pulse. 

Disease. 

Pulse. 

Disease. 

Pulse. 

Disease. 

Pulse. 

13th 

120 

18th 

76 

5th 

132 

16th 

108 
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In  a  man  who  came  under  observation  on  the  15th  day  of 
the  disease,  and  whose  pulse  was  at  that  time  120,  by  the  20th 
day  it  had  fallen  to  96,  and  by  the  21st  day  to  60 ;  it  then 
gradually  rose  again  till  it  reached  120  by  the  30th  day ;  tjie 
fall  in  the  pulse  was  in  this  case  accompanied  by  profound 
coma,  which  disappeared  as  the  pulse  rose  again. 

The  pulse  in  one  case,  which  was  first  seen  on  the  llth 
day,  and  proved  fatal  on  the  25th  from  hemorrhage  from  the 
bowels,  gradually  rose  from  80  to  96,  and  never  exceeded  the 
latter  number  in  the  frequency  of  its  beats.  The  skin  in 
this  case  was  cool,  and  the  mind  unaffected,  throughout  the 
disease. 

The  pulse  of  one  patient  admitted  delirious,  on  the  5th 
day,  and  who  continued  so  till  his  death  on  the  17th  day, 
varied  from  102  to  a  rate  too  rapid  to  count. 

In  another  case — that  of  a  female,  who  on  the  day  of 
her  admission  (the  12th  day  of  the  disease)  was  violently 

1  For  the  particulars  of  these,  as  well  as  other  cases  of  the  diseases,  I 
may  refer  to  the  series  of  papers  originally  published  in  the  Medical  Times 
(1849-51),  and  reprinted  in  the  present  volume. 
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delirious,  and  the  following  day  deeply  somnolent — the  pulse, 
while  she  was  delirious,  was  120  ;  the  first  day  of  somnolence, 
120;  the  second,  144,  gradually  rose  to  160,  and  was  too 
rapid  to  count  on  the  day  of  her  death,  although  the  som- 
nolence still  continued  profound,  and  was  uninterrupted  by 
delirium. 

The  pulse  was  never  hard  or  bounding  :  it  was  occasion- 
ally full  and  soft,  but  usually  small  and  weak. 

It  was  irregular  in  two  of  twenty-one  cases.  In  one  of 
the  two,  which  proved  fatal  on  the  12th  day  of  the  disease, 
the  pulse  was  on  the  5th  day  very  weak  but  regular;  on  the 
9th  and  10th  days  it  was  130,  very  weak  and  irregular  in  fre- 
quency and  force ;  on  the  llth  day  it  was  too  rapid  to  count. 
After  death,  in  addition  to  the  intestinal  ulceration  common 
to  all  these  cases,  there  was  found  a  form  of  grey  hepatisation 
of  the  lung.  The  substance  of  the  right  ventricle  of  the 
heart  was  flabby — of  the  left,  firm  and  healthy. 

In  another  case  the  pulse  on  the  16th  day  of  the  disease 
was  130,  small,  weak,  and  rather  irregular ;  on  the  17th  it 
was  160,  and  markedly  irregular ;  and  on  the  following  day 
it  was  too  rapid  to  count.  The  whole  heart,  eleven  hours 
after  death,  was  flabby  and  soft. 

Typhus  Fever. — In  two  patients,  who  were  seen  respec- 
tively on  the  6th  and  7th  day  of  the  disease,  the  pulse  was  80 
and  96  in  the  minute ;  in  the  former  it  rose  on  the  following 
day  to  120.  During  the  second  week  it  ranged,  with  the  ex- 
ceptions about  to  be  described,  from  100  to  150 ;  and,  with 
those  exceptions,  in  one  case  only  was  it  as  low  as  100,  and 
that  was  seen  on  the  8th  day  of  the  disease — its  usual  range 
being  from  108  to  120. 

Omitting  for  the  present  six  cases,  in  which  the  pulse  was 
at  some  period  of  the  disease  very  irregular  in  force  and 
frequency,  and  even  sometimes  intermitting,  the  cases  that 
recovered  so  far  as  the  fever  was  concerned,  and  those  cases 
that  were  only  seen  once,  there  remain  twenty-four  cases  of 
which  I  have  notes  of  the  pulse,  taken  on  separate  days,  the 
number  of  days  varying  from  two  to  nine.  In  seventeen  of 
these  cases  it  either  kept  up  at  the  rate  it  was  beating  when 
first  observed,  or  rose  till  the  patient's  death.  In  three  of  the 
seven  cases  which  deviated  from  this  rule  there  was  a  slight 
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effusion  of  blood  into  the  cavity  of  the  arachnoid,  coincident 
with  a  fall  in  the  pulse  of  six,  of  eight,  and  of  forty  beats  in 
the  minute.1 

In  two  there  was  an  unusual  amount  of  congestion  of  the 
meninges  and  substance  of  the  brain,  with  an  effusion  of 
serosity  on  the  convex  surfaces  of  the  brain ;  and  in  one  of 
these  two  the  fornix  was  distinctly  softened.  In  the  sixth 
case  the  pulse,  when  the  patient  was  first  seen,  was  90 ; 
during  the  night  he  had  an  attack  of  convulsions,  and  on  the 
next  morning  it  had  risen  to  96  ;  but  on  the  following  day  it 
had  again  fallen  to  90 :  so  that  it  is  probable  that  the  rise  in 
the  pulse  on  the  second  day  was  owing  to  the  effect  of  the 
muscular  exertion  during  the  convulsions  not  having  passed 
off  at  the  time  I  saw  him.  The  seventh — the  only  real  ex- 
ception to  the  rule — was  an  old  woman  seventy  years  of  age, 
seen  for  the  first  time  on  the  6th  day  of  the  disease,  when  her 
pulse  was  80 ;  on  the  following  (the  7th)  day  it  was  120 ;  and 
on  the  8th — i.e.  during  the  last  twenty-four  hours  of  life — it 
fell  to  110. 

The  pulse  in  six  cases  was  irregular,  or  irregular  and 
intermitting,  when  the  first  notes  of  its  state  were  taken.  In 
two  of  these  cases  it  was  respectively  80  and  90,  and  very 
irregular ;  in  both  cases  it  rose  the  following  day  about  20 
beats,  finally  attained  a  rate  of  140  to  160,  and  became  from 
the  time  of  its  sudden  rise  regular  in  force  and  frequency. 
In  another  case  it  was,  when  the  patient  was  first  seen,  100 — 
irregular  and  intermitting :  on  the  next  day  it  rose  to  120, 
and  was  then  regular,  and  free  from  intermissions.  In  a 
fourth  case,  admitted  on  the  8th  day,  the  pulse  rose  during 
the  four  following  days  from  96  to  108,  and  continued  regular 
in  force  and  frequency ;  on  the  13th  day  it  rose  to  120,  and 
became  irregular  ;  it  was  intermitting  on  the  15th  day;  and 
the  patient  died  on  the  17th  day  of  the  disease.  In  the 
remaining  two  cases  the  irregularity  of  the  pulse  was  unin- 
fluenced by  the  rise  or  fall  in  the  rapidity  of  the  heart's 
beats ;  one  of  the  two  had  hypertrophy  and  dilatation  of  the 

1  In  two  of  the  cases  in  which  the  pulse  continued  to  rise  till  the  patient's 
death  there  was  meningeal  apoplexy  ;  in  one  of  the  two  it  is  probable  that 
the  effusion  of  blood  took  place  some  days  before  death,  in  the  other  after  the 
last  note  of  her  pulse  was  taken. 
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heart,  with  some  amount  of  aortic  and  mitral  valvular  dis- 
ease ;  the  heart  of  the  other  was  loaded  with  fat,  though  in 
general  appearance  healthy.  Of  the  three  cases  in  which  the 
rise  in  the  pulse  was  accompanied  by  a  change  from  irregular 
to  regular,  the  hearts  of  two  were  perfectly  healthy  ;  that  of 
the  third  was  somewhat  hypertrophied,  and  in  it  the  mitral 
valve  was  very  slightly  diseased;  the  heart  of  the  patient 
whose  pulse  became  irregular  as  it  rose  in  frequency  was  by 
some  accident  not  examined. 

Of  the  patients  who  were  convalescent  before  the  disease 
began  which  caused  their  death,  the  pulse  in  one  was  120 
on  the  8th  day,  and  fell  by  the  14th  to  76  ;  in  another  it  was 
120  on  the  10th  day,  and  by  the  14th  it  had  fallen  to  84  ; 
while  in  a  third,  a  very  mild  case,  it  reached  its  maximum, 
96,  on  the  9th  day,  and  by  the  12th  day  was  only  84. 

From  the  earliest  period  of  the  disease  that  any  of  the 
forty-three  patients  came  under  my  observation,  the  pulse 
was  decidedly  soft,  gradually  became  weak,  then  very  weak, 
and  in  many  cases,  during  the  last  few  days  of  life,  imper- 
ceptible. Generally  small,  it  was  occasionally  full,  but  still 
retained  its  extreme  softness. 

COUGH  AND  PHYSICAL  CHEST  SIGNS.1 

Typhoid  Fever. — Twelve  of  the  twenty-three  patients  whose 
cases  I  am  analysing  had  cough.  Sonorous  rale  was  heard 
more  or  less  extensively  in  the  chests  of  eleven  of  the  twelve ; 
in  the  majority,  mixed  with  a  little  mucous  rhonchus ;  two 
expectorated  a  little  colourless  mucus.  These  rales  were  pre- 
sent when  ten  of  the  eleven  were  first  examined  on  the  5th, 
7th,  13th,  13th,  14th,  14th,  14th,  14th,  16th,  and  28th  day. 
In  one  case  there  was  no  sonorous  rale  till  the  12th  day,  the 
patient  being  first  seen  on  the  6th  day. 

Typhus  Fever. — Twenty-one  of  the  forty-three  patients 
labouring  under  typhus  fever  had  cough,  generally  slight  in 
amount,  and  accompanied  by  little  expectoration.  Sonorous 

1  I  have,  of  course,  omitted  the  physical  signs  of  pneumonia,  pleurisy, 
etc.,  as  the  different  proportion  in  which  they  occurred  in  the  two  diseases 
we  are  considering  will  be  demonstrated  by  the  lesions  found  after  death.  I 
need  scarcely  remind  the  reader  that  I  am  here  speaking  only  of  cases  that 
proved  fatal,  and  were  examined  after  death. 

D 


50  TYPHOID  AND  TYPHUS  FEVERS 

rale  was  present  in  seven  of  these  cases ;  three  had  mucous 
rale  more  or  less  abundant,  without  sonorous ;  and  hi  nine 
there  was  during  life  some  want  of  resonance  of  the  most 
depending  part  of  the  chest,  i.e.  the  portion  corresponding  to 
the  most  depending  portion  of  the  lung,  the  patient  being  in 
the  recumbent  position,  and  on  his  back ;  this  region  does 
not,  it  will  be  observed,  include  the  extreme  base,  the  root  or 
apex  of  the  inferior  lobe ;  the  respiratory  murmur  at  the 
same  point  was  feeble  and  coarse,  seemed  muffled  or  veiled, 
and  was  accompanied  with  either  a  few  mucous  clicks  or  sub- 
mucous  rale.  After  death  these  physical  signs  were  found 
to  be  accompanied  by  an  intensely  congested  condition  of  the 
corresponding  pulmonary  tissue,  occasionally  passing  into 
absolute  consolidation.  Doubtless  the  same  physical  signs 
were  present  in  many  other  cases,  but  from  the  state  of  the 
patients  very  many  were  unable  to  be  raised  in  bed  sufficiently 
for  the  posterior  parts  of  their  chest  to  be  examined. 

SLOUGHING. 

Typhoid  Fever. — Sloughs  formed  over  the  sacrum  in  two 
cases  ;  in  one  toward  the  termination  of  the  second,  and  in 
the  other  at  the  end  of  the  fourth  week.  In  a  third  case,  the 
left  lower  extremity,  as  high  as  the  knee,  sloughed.  That  it 
was  not  owing  to  pressure,  was  proved  by  the  discoloration 
first  showing  itself  on  the  dorsum  of  the  foot,  and  on  the 
anterior  as  soon  as  on  the  posterior  part  of  the  ankle.  The 
discoloration  commenced  on  the  24th  day  of  the  disease. 

Typhus  Fever. — An  oval  portion  sloughed  out  of  the  corner 
of  both  eyes  hi  one  patient,  and  of  one  eye  in  another ;  in  the 
latter  case  there  had  been  opacity  of  the  cornea  for  some  years 
before  the  patient's  admission  into  the  hospital. 

In  one  case,  on  the  llth  day,  the  dorsum  and  ankle  of 
either  foot  assumed  a  purplish  hue,  and  appeared  mottled, 
exactly  resembling  the  corresponding  part  in  the  case  of 
typhoid  fever,  in  which  the  lower  extremities  eventually 
sloughed ;  this  patient  died  the  day  after  the  discoloration 
showed  itself. 

In  three  cases  sloughs  formed  over  the  lower  part  of  the 
back  ;  in  one  of  these  a  second  slough  formed  on  the  shoulder, 


ERYSIPELAS  51 

and  in  another  on  the  occiput,  shoulder,  rnalleoli,  trochanters- 
condyles  of  the  femur,  angles  of  ribs,  and  in  fact  hi  the  pro- 
gress of  the  case,  on  every  part  exposed  to  the  slightest 
pressure.  The  sloughs  in  these  cases  began  to  form  on  from 
the  13th  to  the  16th  day  of  the  disease. 

ERYSIPELAS. 

Typhoid  Fever. — Erysipelas  occurred  in  seven  of  the 
twenty-three  cases.  In  four  of  the  seven  it  was  very  trifling 
in  amount  and  extent,  in  none  spreading  beyond  the  upper 
lip  and  nose.  In  a  fifth  case  it  was  by  no  means  severe,  and 
was  limited  to  one  side  of  the  head.  In  these  five  cases  it 
commenced  respectively  from  the  12th  to  the  34th  day  of  the 
disease.  In  two  others  it  made  its  appearance  after  the  fifth 
week,  dating  from  the  outset  of  the  fever.  In  these  two  cases 
it  affected  both  the  head  and  face,  and  caused  the  death  of 
the  patients. 

Typhus  Fever. — In  two  cases  only  was  erysipelas  a  com- 
plication. In  both  it  was  very  severe,  and  confined  to  the 
head  and  face  ;  in  one  of  the  two  it  commenced  on  the  18th 
day  of  the  disease ;  in  the  other  at  an  uncertain  date,  but 
certainly  near  the  termination  of  the  fever. 

Of  the  nine  cases  of  erysipelas  above  referred  to,  seven 
were  females. 

THE  PATHOLOGICAL  LESIONS  AND  CADAVERIC  CHANGES 
NOTED  ON  EXAMINATION  AFTER  DEATH  OF  THE  BODIES 
OF  THE  SIXTY- SIX  PATIENTS  WHOSE  SYMPTOMS  HAVE 
BEEN  ANALYSED. 

My  object  being  to  analyse  the  cases  of  typhoid  and  typhus 
fevers  with  reference  to  each  other,  i.e.  for  the  special  pur- 
pose of  comparison,  and  not  with  the  intention  of  determin- 
ing the  symptoms  and  appearances  found  after  death  from 
the  two  diseases,  I  have  thought  it  useless  to  include  in  this 
analysis  the  deviations  from  normal  structure  noted  in  the 
cases  of  typhoid  fever  which  proved  fatal  after  the  thirty-fifth 
day,  and  in  those  of  typhus  fever  which  proved  fatal  after  the 
twenty-ninth  day,  except  so  far  as  relates  to  traces  of  ulcera- 
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tion  of  the  intestinal  mucous  membrane,  and  of  the  larynx, 
pharynx,  esophagus,  and  stomach,  and  the  remains  of  blood 
in  the  cavity  of  the  arachnoid.  The  same  purpose  has  ren- 
dered unnecessary,  that  which  would  be  very  necessary  if  my 
object  had  been  to  determine  the  symptoms  and  the  lesions 
of  the  two  affections  positively,  and  not  comparatively — viz.,  a 
description  of  a  third  set  of  fatal  cases,  taken  indiscriminately 
of  other  acute  diseases.  Though  I  may  occasionally  be 
tempted  to  trace  the  relations  between  the  symptoms  and 
appearances  discovered  after  death,  it  would  extend  my  paper 
far  beyond  the  limits  assigned  to  it,  if  I  should  do  so  in  many 
instances.  No  such  attempt  is  necessary  for  my  special 
purpose,  i.e.  the  proof  of  the  non-identity  of  the  two  fevers. 

CADAVERIC   RIGIDITY. 

Typhoid  Fever. — Sixteen  bodies  of  the  twenty-three 
patients  who  died  of  typhoid  fever  were  examined  with 
reference  to  the  presence  and  amount  of  cadaveric  rigidity. 
The  condition  of  seven  of  the  sixteen  was  noted  within 
twenty-four  hours,  six  between  twenty-four  and  thirty-six, 
one  forty-two  and  a  half,  one  fifty,  and  one  fifty-eight,  hours 
after  death. 

In  one  of  the  sixteen,  examined  twenty-two  and  a  half 
hours  after  death,  there  was  no  rigor-mortis,  and  in  another, 
examined  thirty  hours  after  the  fatal  termination,  it  was! 
only  moderately  well  marked  ;  in  all  of  the  remaining  four- 
teen it  was  well  marked  at  the  times,  respectively,  at  which 
they  were  examined. 

Typhus  Fever. — The  bodies  of  thirty-four  of  the  forty-three 
patients  were  examined  with  reference  to  this  point ;  fourteen 
of  them  within  twenty-four  hours  after  death.  In  six  of  these 
fourteen  the  cadaveric  rigidity  was  well  marked  throughout 
the  body  ;  in  five  it  had  in  a  great  measure  disappeared  from 
the  upper  extremities ;  in  one  from  the  lower  ;  hi  one  it  had 
entirely  disappeared  from  the  whole  body ;  and  in  one  it  was 
little  marked.  In  thirteen  cases  the  body  was  examined 
between  twenty-four  and  thirty-six  hours  after  death.  In 
one  of  these  thirteen  only  was  the  rigor-mortis  well  marked 
in  the  upper  and  lower  extremities  ;  in  four  it  had  disappeared 
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from  the  upper  limbs ;  in  three  it  was  moderate  in  the  legs 
and  arms ;  and  in  five  it  was  but  little  marked  in  either  of 
the  extremities.  Of  seven  other  bodies  examined,  with  re- 
spect to  the  point  we  are  considering,  more  than  thirty-six 
hours  after  death,  it  was  well  marked  in  one  forty-eight  hours 
after  death  ;  it  was  moderately  well  marked  in  another  forty- 
two  hours,  and  had  disappeared  from  a  third  forty-two  hours, 
and  nearly  so  from  a  fourth  forty  hours,  after  death ; — while 
it  was  present  in  the  lower  extremities,  examined  in  the  re- 
maining three  of  the  seven,  respectively,  thirty-eight,  forty- 
five,  and  fifty-two  hours  after  the  termination  of  life. 

Thus,  cadaveric  rigidity  was  well  marked  in  all  the  ex- 
tremities of  six  of  the  seven  bodies  of  the  patients  who  died 
from  typhoid  fever  and  were  examined  during  the  first  twenty- 
four  hours  after  death  with  reference  to  the  point  in  question ; 
while  it  was  well  marked  in  all  the  limbs  in  six  only  out  of 
fourteen  dead  from  typhus  fever  examined  during  the  same 
period ;  or  if  we  take  the  whole  of  the  cases,  it  was  more  or 
less  absent  in  two  of  the  sixteen  bodies  of  the  patients  who 
died  of  typhoid  fever,  i.e.  one-eighth  of  them,  or  in  the  pro- 
portion of  12*5  per  cent. ;  while  it  had  more  or  less  disap- 
peared, during  the  same  period,  from  twenty-six  of  the  thirty- 
four  cases  of  typhus  fever,  i.e.  from  more  than  three-fourths 
of  them,  or  in  the  proportion  of  7  9 '4  per  cent.  I  was  not 
aware  of  this  remarkable  difference  having  existed,  till  I  made 
this  analysis,  or  many  points  of  interest  connected  with  it 
might  have  been  made  out,  but  then  I  have  the  satisfaction 
of  knowing,  although  I  have  ascertained  less  on  the  point  than 
I  might  have  otherwise  done,  that  in  what  I  observed  I  could 
have  been  biassed  by  no  pre-conceived  opinion  on  the  sub- 
ject. Anxious  to  ascertain  the  real  cause  of  the  difference,  I 
have  examined  the  two  groups,  i.e.  those  of  typhoid  and 
typhus  fever,  with  reference  to  the  state  of  the  weather  at  the 
time  the  subjects  lay  in  the  dead-house,  the  age  and  previous 
state  of  health  of  the  patients,  the  local  complications,  and 
the  duration  of  the  disease  in  the  separate  cases  included 
under  each  group.  The  result  of  my  investigations  on  these 
points  is,  that  none  of  these  circumstances  was  the  cause  of 
the  difference  observed  in  the  duration  of  the  cadaveric 
rigidity,  so  that  it  could  only  have  been  due  to  some  peculiar 
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state  of  the  system,  induced  by  the  disease  itself.  The  only 
one  of  the  fifteen  cases  of  typhoid  fever  in  which  there  was  no 
cadaveric  rigidity  was  that  in  which  the  corna  and  prostration 
preceding  death  for  some  days  was  the  most  extreme. 

As  the  subjects  were  removed  from  the  shell  to  the  dead- 
house  table  by  the  arms  and  legs,  it  is  evident  that  force  was 
applied  to  the  knees  in  such  a  mode  as  to  prevent  their 
flexure,  while  it  was  applied  to  the  arms  so  as  to  make  them 
bend,  and  this  probably  was  the  cause  of  the  cadaveric  rigidity 
being  less  marked  in  the  latter  than  hi  the  former  limbs  in  so 
many  cases,  but  then  the  same  mode  of  removing  the  body 
from  the  shell  was  used  in  the  cases  of  typhus  and  typhoid 
fevers,  and  therefore,  if  the  cadaveric  rigidity  had  not  dis- 
appeared spontaneously  from  the  upper  extremities  in  the 
former,  it  was  overcome  with  a  much  less  amount  of  force 
than  in  the  latter. 

SPOTS. 

Typhoid  Fever. — In  one  case  only  was  there  a  trace  after ' 
death  of  any  spot  marked  during  life.  It  was  a  very  faintly 
marked,  brownish  point,  and  would  undoubtedly  have  escaped 
notice  if  the  rose-spot  which  caused  it  had  not,  during  life, 
been  encircled  with  an  ink-mark.  It  could  by  no  possibility 
have  been  confounded  with  the  spots  about  to  be  described 
under  the  head  of  typhus  fever.  It  was  limited  to  the  surface, 
and,  on  section,  was  seen  not  to  extend  to  the  cutis. 

Typhus  Fever. — On  the  surface  of  the  trunk  and  extre- 
mities, small  spots  of  a  purple  colour  were  detected  in  twenty- 
seven  cases ;  in  eleven  of  the  forty-three  cases  of  typhus  fever 
I  am  analysing,  the  spots  had  disappeared  before  death ;  no 
note  was  made  of  their  presence  or  absence  in  the  remaining 
five  cases. 

The  spots  noted  during  life  as  becoming  paler  on  pressure, 
were  after  death  of  a  faint  brownish  purple  hue.  Those 
marked  as  unaffected  by  pressure  during  life  retained  gener- 
ally the  appearance  they  presented  before  death,  and  in  some 
instances  the  ink-marks  made  during  life  indicating  that  a 
particular  spot  had  passed  through  all  the  three  stages 
described  in  a  former  part  of  this  paper,  under  the  head 
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'  mulberry  rash/  were  still  visible,  the  spot  after  death  present- 
ing the  character  of  the  third  stage,  i.e.  a  non-elevated  purple 
spot,  with  well-defined  border,  unaffected  by  pressure. 

As  during  life,  so  after  death,  the  spots  situated  011  the 
most  depending  parts  of  the  body,  the  subject  being  on  its 
back,  were  the  darkest  in  hue,  and  were  often  well  marked 
when  those  on  the  anterior  surface  were  scarcely  visible. 
That  this  difference  in  hue  was  dependent  on  position,  was  in 
some  measure  proved  by  the  fact,  that  the  intensity  of  the 
hue  gradually  increased  down  the  sides  of  the  trunk,  i.e.  pass- 
ing from  before  backwards. 

A  piece  of  skin  being  removed  from  the  subject,  the  fol- 
lowing appearances  were  observed  with  the  aid  of  a  lens, — a 
faint  brownish  red  or  purple  hue  of  the  spots  marked,  as  only 
fading  on  pressure  during  life,  limited  to  the  surface  of  the 
cutis.  The  purple  colour  of  the  well-defined  spots,  unchanged 
by  pressure  during  life,  affected  the  whole  thickness  of  the 
cutis,  and  even  extended  into  the  subcutaneous  tissue ;  a  few 
minute  vessels,  still  loaded  with  blood,  converged  towards  the 
discoloured  spot,  but  none  were  discernible  in  the  spots  them- 
selves ;  their  colour  appeared  to  be  due  to  infiltration  of  the 
tissue  by  a  solution  of  hematin.  The  hue  of  these  spots  was 
even  darker  below  the  epidermis  than  on  the  surface. 

That  the  spots  observed  during  life  were  the  same  as 
those  noted  to  be  present  after  death,  was  proved  by  the  ink- 
marks  remaining  which  had,  before  death,  been  placed  around 
several  of  them  for  the  purpose  of  securing  attention  to  the 
same  spots  throughout  their  varying  changes.  The  absolute 
identity  of  the  spots  was  thus  demonstrated. 

As  no  spot  was  to  be  seen,  with  the  one  exception  pre- 
viously referred  to,  within  the  circle  made  during  life  around 
the  rose-spots  of  typhoid  fever,  it  was  indisputably  proved 
that  those  spots  were  not  permanent.  As  no  patient  affected 
with  typhus  fever  died  while  the  mulberry  rash  was  in  its 
first  stage,  I  am  unable  to  say  whether,  in  that  stage,  i.e. 
while  the  spots  constituting  it  disappeared  on  pressure,  they 
would  have  been  visible  after  death.  I  should  suppose  not, 
a  priori. 

Miliary  Vesicles. — As  I  stated  while  analysing  the  symp- 
toms, miliary  vesicles  were  detected  in  four  of  the  cases  of 
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typhoid  fever  after  death,  and  in  three  of  the  cases  of  typhus. 
The  difference  in  the  proportion  being,  as  I  then  pointed  out, 
due  to  the  age  of  the  patients  rather  than  to  the  disease. 

VERGETURE    OR    DISCOLORATION    OF    THE    POSTERIOR 
SURFACE    OF   THE    TRUNK    AND    EXTREMITIES. 

Of  the  difference  on  this  point  my  notes  enable  me  to  say 
nothing  positive,  because  I  failed  to  record  its  varying  inten- 
sity. To  a  greater  or  less  extent  it  was  present  in  all  the 
cases  of  both  groups  of  which  notes  -on  the  point  were  made. 
My  impression — but  how  fallacious  impressions  are,  none  can 
be  more  deeply  sensible  than  myself — is,  that  it  was  much 
deeper  in  hue,  and  extended  far  higher  up  the  sides  of  the 
trunk,  the  subject  being  on  its  back,  in  those  dead  from 
typhus  than  in  those  dead  from  typhoid  fever. 

GREEN    OR   PURPLE   DISCOLORATION    OF   THE    CUTIS 
INDICATING  THE  COURSE  OF  THE  LARGER  VEINS. 

Typhoid  Fever. — This  cadaveric  change  was  not  present 
in  a  single  instance. 

Typhus  Fever. — Excluding  five  cases  that  survived  more 
than  twenty-nine  days,  discoloration  in  the  course  of  the 
veins  was  observed  in  six,  or  in  nearly  one-sixth  of  the 
remaining  thirty-eight  cases. 

GREEN    DISCOLORATION    OF   THE   WALLS    OF    THE 
ABDOMEN    AND    THORAX. 

Typhoid  Fever. — Omitting  four  cases  that  survived  beyond 
the  thirty-fifth  day  of  the  disease,  two  cases  of  which  no 
notes  on  the  point  were  made,  there  remain  eighteen  of  the 
twenty-three  cases  of  typhoid  fever. — In  three  or  one-sixth 
of  the  eighteen  cases  the  abdominal  walls  were  more  or 
less  discoloured,  the  subjects  being  examined,  respectively, 
twenty-four,  twenty-six,  and  thirty-six  hours  after  death. 

Typhus  Fever. — Of  the  thirty-eight  of  the  forty-three 
cases  available  for  analysis,  with  reference  to  this  point,  the 
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abdominal  parietes  were  discoloured  in  ten,  or  more  than  a 
fourth.  These  subjects  were  examined,  respectively,  thirty- 
eight,  twenty-five  and  a  half,  forty-two,  twenty-six,  fifty-two, 
twenty-four,  twenty-seven  and  a  quarter,  forty,  twenty-seven, 
thirty-five  and  a  half,  hours  after  death. 

That  the  discoloration  was  due  to  some  cause  acting  from 
within,  was  proved  by  those  parts  which  were  protected  from 
the  action  of — say  a  gas  generated  within — retaining  their 
natural  hue;  when  the  liver  projected  below  the  ribs,  that 
portion  of  the  abdominal  wall  with  which  it  lay  in  contact, 
preserved  its  natural  colour,  and  in  one  instance,  when  the 
bladder  was  distended,  its  position  was  clearly  marked  out  by 
the  green  hue  of  the  abdominal  parietes  around.  The  inter- 
costal spaces  were  always  affected  before  the  skin  covering 
the  ribs,  and  the  cutis  over  the  larynx  before  the  sides  of  the 
neck ;  the  skin  around  the  mouth  before  the  other  parts  of 
the  face.  In  one  case  in  which  there  was  gangrene  of  the 
lung,  the  subject,  set.  twelve,  being  examined  twenty-six 
hours  after  death,  green  discoloration  of  the  intercostal  spaces 
was  well  marked,  while  the  skin  over  the  ribs  retained  its 
normal  appearance. 

EMACIATION. 

Typhoid  Fever. — In  eight,  or  nearly  one-half  of  the 
eighteen  cases,  there  was  marked  emaciation ;  in  five  of  the 
eight,  extreme  emaciation ;  in  five,  no  emaciation ;  of  five 
cases  no  note  was  made. 

Typhus  Fever. — In  seven,  or  less  than  one-fifth  of  the 
thirty-eight  cases,  there  was  more  or  less  emaciation ;  in  three 
of  the  eight  only  was  it  extreme;  in  seventeen  cases  there 
was  no  emaciation ;  of  thirteen  cases  no  note  on  this  point 
was  made. 

MUSCLES. 

Typhoid  Fever. — In  one  case  only  were  the  muscles  noted 
to  be  particularly  dark  in  hue. 

Typhus. — In  six,  or  about  one-sixth  of  the  thirty-eight 
cases,  the  muscles  were  noted  to  be  of  an  unusually  dark 
colour.  In  two  cases  there  was  a  considerable  quantity  of 
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dark  loosely  coagulated  blood  in  the  substance,  and  anterior 
and  posterior  to,  but  within,  the  sheath  of  the  rectus  abdo- 
minis  ;  in  both  instances  it  was  situated  between  the  umbili- 
cus and  pubes,  in  one  of  the  two  in  both  recti,  in  one  in  the 
left  rectus  only;  the  clot  in  the  former  case  extended  for 
about  six  inches  in  length,  in  the  latter  two  only.  The  mus- 
cular substance  in  both  was  softened  at  the  part. 


HEAD. 

Typhoid  Fever. — Fifteen  only  of  the  twenty-three  cases 
of  typhoid  fever  are  available  for  analysis,  the  remaining 
eight  either  lived  more  than  thirty-five  days,  or  I  was  unable 
to  examine  the  head. 

The  consistence  of  the  brain  generally,  in  the  fifteen  cases, 
was  normal;  there  was  no  trace  of  softening  or  abnormal 
induration  in  any  portion  of  the  cerebral  substance.  Seven 
of  these  fifteen  brains  were  examined  more  than  twenty-four 
hours,  one  forty-four  and  a  half  hours,  and  one  as  late  as 
fifty-eight  hours,  after  death.  The  two  latter,  however, 
were  examined  in  the  month  of  January,  the  thermometer, 
during  the  time  the  second  case  lay  in  the  dead-house,  stand- 
ing below  32°  F. 

In  one  case  there  was  no  trace  of  the  cornmissura  mollis : 
the  subject — a  man  thirty  years  of  age — was  examined  thirty 
hours  after  death,  in  the  month  of  October,  the  weather  at  the 
time  being  wet  and  cold.  In  five  of  the  fifteen  the  supra 
cortical  layer  of  white  matter  was  more  or  less  marked.1 

Congestion  of  the  cerebral  substance. — Fifteen  of  the 
twenty-three  cases  of  typhoid  fever  were  examined  with 
reference  to  this  condition  of  the  brain,  and  in  two  of  the 
fifteen — i.e.  less  than  one-seventh,  or  in  the  proportion  of 
13*4  per  cent.,  the  red  points  were  more  numerous  than 
natural. 

Membranes. — The  dura  mater  retained  its  normal  appear- 
ance in  every  one  of  the  fifteen  cases.  In  one  case  only  was 
there  marked  congestion  of  the  pia  mater,  and  in  only  four 
others  slight  increased  congestion  of  the  larger  vessels  of  the 

1  See  Baillarger,  Stances  de  TAcademie  de  Afedecine,  June  21,  1840. 
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pia  mater.  In  the  remaining  ten  cases  the  membranes  were 
normal,  or  paler  than  natural,  so  that  the  non-congested  were 
to  the  congested  in  the  proportion  of  two  to  one,  and  to  the 
intensely  congested,  fourteen  to  one.  In  nine  only  of  the  fif- 
teen cases  was  any  note  made  of  the  facility  with  which  the 
membranes  could  be  stripped  from  the  convolutions  of  the 
brain,  and  in  one  case  only  was  it  noted  that  they  were  able 
to  be  removed  with  abnormal  facility,  and  in  larger  portions 
than  natural. 

Fluid  contained  within  the  Cranial  Cavity. — The  quan- 
tity of  fluid  found  after  death  within  the  cavity  of  the  arach- 
noid on  the  lower  surface,  and  at  the  base  of  the  brain,  was 
noted  in  seven  of  the  fifteen  cases  available  for  analysis ;  in 
eight  cases  no  note  was  made  on  this  point.  The  amount 
varied  from  half  a  drachm  to  an  ounce,  the  average  quantity 
being  about  half  an  ounce.  In  all  the  cases  it  was  colourless 
and  transparent. 

Fluid  of  a  similar  character  was  noted  to  be  present  in 
the  lateral  ventricles  in  thirteen  cases ;  the  quantity  varied 
from  half  a  drachm  to  an  ounce,  the  average  quantity  being 
about  two  or  three  drachms.  Immediately  beneath  the 
arachnoid,  or  infiltrating  the  meshes  of  the  pia  mater,  there 
was  some  effusion  of  colourless  serosity  in  nine  cases ;  in  six 
others  no  note  on  the  point  was  made,  probably  from  there 
having  been  in  these  cases  no  deviation  from  health.  In 
one  case  only  was  it  noted  to  be  considerable ;  in  the  other 
eight  it  was  described  as  '  a  little,'  '  very  little,'  '  very  trifling.' 

Choroid  Plexus. — There  was  no  congestion  of  the  vessels 
of  the  choroid  plexus  in  any  of  the  cases  examined  with 
reference  to  the  fact. 

Typhus  Fever. — Omitting  the  cases  in  which  no  examina- 
tion of  the  head  was  made  after  death,  and  those  which  sur- 
vived beyond  the  twenty-ninth  day  of  the  disease,  there 
remain  thirty-six  of  the  forty-three  cases  for  analysis.  In 
four  of  these  thirty-six  the  consistence  of  the  brain  was 
slightly  diminished ;  in  one  of  the  four  the  softening  had,  in 
the  septum  lucidum  and  f'ornix,  attained  a  considerable 
degree;  in  a  fifth  case  there  was  slight  softening  of  the 
fornix,  the  remainder  of  the  brain  having  a  normal  consis- 
tence; while  in  a  sixth  case  there  was  softening  of  the 
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septum  lucidum  only.  The  first  four  subjects  were  examined 
respectively  thirty-six,  forty-eight,  forty,  and  twenty  hours 
after  death,  the  last  being  the  case  in  which  there  was  con- 
siderable softening  of  the  fornix  and  septum  lucidum;  the 
examination  of  the  head  in  the  fifth  case  was  made  fourteen, 
and  in  the  sixth  twenty-two  and  a  half  hours  after  the  death 
of  the  patients.  In  a  seventh  case,  examined  thirty-eight 
hours  after  the  fatal  termination,  there  was  decided  softening 
of  the  left  half  of  the  cerebellum.  With  these  seven  excep- 
tions, the  brain  retained  its  normal  consistence.  In  two 
cases,  although  carefully  sought  for,  there  was  no  trace  of  the 
commissura  mollis ;  had  this  absence  been  only  apparent — 
i.e.  due  to  softening — the  true  nature  of  the  case  would  have 
been  manifested  by  an  examination  of  the  ventricular  surface 
of  the  thalami  optici ;  the  serous  membrane  covering  which 
would  in  such  case  have  been  wanting  at  the  point  where  the 
cord  of  nervous  matter  emerges  from  the  thalami.  In  one 
case  there  was  an  aperture  in  the  septum  lucidum,  not  formed 
by  softening  or  handling ;  the  edges  of  the  perforation  were 
firm  and  smooth,  the  serous  membrane  lining  the  two  lateral 
ventricles  being  apparently  continuous  over  its  edges.  The 
supracortical  layer — i.e.  a  film  of  white  matter  spread  over 
the  outer  surface  of  the  grey  matter — was  well  marked  in 
twelve  cases,  in  two  others  imperfectly ;  no  note  with  reference 
to  the  point  was  made  in  the  remainder.  For  reasons  into 
which  I  cannot  at  present  enter,  I  believe  this  layer  of  white 
matter  not  to  have  been  due  to  decolorisation  of  a  portion  of 
the  grey  by  maceration.1 

Congestion  of  the  Cerebral  Substance. — In  fifteen  of  the 
thirty-six  cases — i.e.  rather  less  than  one-half,  or  in  the  pro- 
portion of  41-8  per  cent. — the  red  points  scattered  over  the 
cut  surface  of  the  brain  were  more  numerous  than  natural. 

Membranes. — In  ten  cases  there  was  marked  congestion 
of  the  dura  mater ;  in  five  it  was  thickened  and  opaque — 
three  of  the  five  were  more  than  fifty  years  of  age. 

In  twenty-one  of  the  thirty-six  cases  the  larger  vessels  of 
the  pia  mater  were  more  or  less  distended  with  blood.  In 
eight  of  these  twenty- one  cases  the  smaller  vessels  were  also 

1  See  Baillarger,  op.  cit. 
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congested  ;  and  in  one  case,  in  which  the  larger  vessels  were 
not  abnormally  congested,  the  smaller  were  minutely  in- 
jected. In  seven  of  the  twenty-one  cases  the  congestion  was 
trifling  in  amount.  In  nine  cases  the  vessels  of  the  pia 
mater  appeared  to  be  in  a  normal  condition — at  any  rate 
there  was  in  these  nine  no  abnormal  congestion.  In  four 
other  cases  there  could  have  been  no  great  deviation  from  a 
healthy  state,  as  no  note  of  their  condition  was  made,  although 
other  points  respecting  the  condition  of  the  brain  and  its 
membranes  were  recorded.  So  that,  if  we  consider  the  vessels 
of  the  pia  mater  to  be  normally  injected  in  these  four  cases, 
the  congested  still  bear  to  the  non-congested  the  proportion 
of  160  to  100. 

In  seven  of  the  thirty-six,  or  in  one-fifth  of  the  cases  ex- 
amined, there  was  intense  congestion  of  the  pia  rnater, 
while,  as  was  before  shown  in  the  cases  of  typhoid  fever,  the 
moderately-congested  bore  to  the  non-congested  the  propor- 
tion of  1  to  2,  and  there  was  only  one  case  in  which  the  pia 
mater  was  intensely  congested  of  the  fifteen  examined. 

In  eleven  cases  only  was  the  facility  with  which  the  mem- 
branes separated  from  the  surface  of  the  convolutions  noted, 
and  in  nine  of  the  eleven  they  did  so  with  abnormal  facility, 
and  in  such  large  portions  that  my  notes  state  that  the  mem- 
branes peeled  offew  masse.  No  portion  of  the  cerebral  sub- 
stance was  in  any  case  removed  with  the  membranes ;  the 
facility,  therefore,  with  which  they  separated  from  the  cortical 
substance  was  not  owing  to  softening  of  the  grey  matter. 

I  deeply  regret  that  this  particular  was  not  more  fre- 
quently noted,  as,  when  well  marked,  it  is  one  of  the  most 
characteristic  appearances  found  after  death  from  typhus 
fever,  but  by  no  means  the  anatomical  character,  as  in  one 
of  these  eleven  they  were  removed  with  difficulty,  and  in 
another  case  with  only  slightly  increased  facility.  The  quan- 
tity of  fluid  found  after  death  on  the  convex  surface,  and  at 
the  base  of  the  brain  within  the  cavity  of  the  arachnoid,  was 
noted  in  twenty-five  cases.  In  ten  others,  probably  for  the 
reason  before  assigned,  no  note  was  made.  The  quantity  of 
fluid  varied  from  about  two  drachms  to  two  ounces;  the 
average  quantity  being  one  ounce.  In  three  cases  it  was 
slightly  yellowish ;  in  the  others  (excepting  the  cases  of 
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hemorrhage  into  the  cavity  of  the  arachnoid)  it  was  trans- 
parent and  colourless. 

The  lateral  ventricles  contained  from  a  few  drops  to  one 
ounce  of  transparent  colourless  fluid ;  the  average  quantity 
was  from  about  two  to  three  drachms.1 

More  or  less  serosity  was  infiltrated  into  the  meshes  of 
the  pia  mater,  or  effused  beneath  the  arachnoid,  in  twenty- 
three  cases.  •  No  note  was  made  on  the  point  in  the  remaining 
cases,  probably  for  the  reason  before  assigned — i.e.  that  in 
these  there  was  little  or  no  deviation  from  health. 

The  quantity  of  serosity  was  decidedly  greater  in  a  large 
majority  of  the  cases  of  typhus  fever  than  in  the  cases  of 
typhoid  fever ;  the  amount  of  the  fluid  having  been  in  the 
former  described  by  the  terms  '  much,' '  considerable,'  and  in 
two  only  of  the  twenty-three  by  the  expression  '  very  little.' 

Choroid  Plexus. — In  four  cases  the  vessels  of  the  choroid 
plexus  were  noted  to  be  abnormally  distended  with  blood. 

HEMORRHAGE  INTO  THE  CAVITY  OF  THE  ARACHNOID. 

Typhoid  Fever. — In  nineteen  of  the  twenty-three  cases 
the  head  was  examined  after  death ;  and  in  none  of  these 
was  there  the  slightest  trace  of  blood  in  the  cavity  of  the 
arachnoid. 

Typhus  Fever. — In  thirty-nine  cases  the  head  was  opened, 
and  in  five  of  them  coagula  of  various  sizes  were  found  within 
the  cavity  of  the  arachnoid.  In  every  case  the  coagulum 
was  in  the  form  of  a  delicate  red  film,  varying  in  thickness, 
and  consequently  in  hue,  in  different  cases  and  in  different 
parts  of  the  same  clot.  It  was  almost  colourless  where 
thinnest,  bright  red  where  a  little  thicker,  and  deep  purple 
at  the  thickest  parts.  It  was  in  every  case  situated  on  the 

1  I  think  it  right  to  state  that  the  amount  of  fluid  was  not  measured  in 
these  cases  ;  but  as  the  quantities  were  estimated  at  the  time  the  examina- 
tion of  the  head  was  made  by  the  same  observer,  it  is  probable  that  the 
comparative  amounts  are  correct,  although  the  absolute  quantities  are  not 
available  for  accurate  calculation.  The  fluid  ought  to  have  been  removed  by 
a  pipette  and  measured,  as  it  was  by  Dr.  John  Reid,  in  his  admirable  re- 
searches into  the  pathological  appearance  found  after  death  in  fever.  But  as 
my  guessed  quantities  differ  but  little  from  those  obtained  by  accurate 
measurement  by  that  philosophic  observer  and  reasoner,  I  trust  they  are  not 
far  from  the  truth. 
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convex  surface  of  the  brain,  and  in  one  stretched  from  the 
anterior  lobe  to  the  tentorium,  and  from  the  median  fissure 
to  a  point  corresponding  to  a  line  drawn  transversely,  just 
above  the  external  auditory  foramen.  In  one  case  it  con- 
sisted of  two  or  three  delicate  fibrinous  films  only.  When 
the  dura  mater  was  reflected,  part  of  the  clot  adhered  to  the 
layer  of  arachnoid  lining  that  membrane,  and  part  to  the 
layer  of  arachnoid  covering  the  pia  mater.  In  three  of  the 
five  cases  the  clot  was  double — i.e.  existed  on  both  hemi- 
spheres of  the  brain.  In  two  cases  it  was  confined  to  the 
right  side. 

In  one  of  the  five  it  was  accompanied  by  effusion  of  blood 
into  the  substance  of  the  rectus  abdominis.  The  substance 
of  the  brain  was  firm  in  four  of  the  five,  and  apparently 
healthy  in  all.  The  vessels  of  the  cerebral  substance  and 
its  meninges  were  not  particularly  congested ;  the  blood  in 
the  vessels  of  the  pia  mater  was  fluid,  but  could  not  be  pressed 
out  of  them  into  the  cavity  of  the  arachnoid.  No  aperture 
could  be  found  from  which  the  blood  had  escaped — the 
sinuses  were  perfectly  healthy :  the  source  of  the  hemor- 
rhage could  not,  consequently,  be  discovered. 

PHARYNX  AND  LARYNX. 

I  have  conjoined  the  appearances  found  after  death  in 
these  two  organs,  because  both  were  in  numerous  instances 
diseased  in  the  same  subject ;  and  because  the  relation 
which  the  pharyngeal  bears  to  the  laryngeal  affection  is  im- 
portant in  a  practical  as  well  as  in  a  theoretically  patho- 
logical view. 

The  term  inflammation  has  been  used,  because  the  ap- 
pearances found  after  death,  and  the  signs  and  symptoms 
observed  during  life,  so  closely  resemble,  if  they  are  not 
identical  with,  those  described  by  that  term,  that  I  cannot 
follow  Rokitansky,  and  call  these  phenomena  '  diffused  con- 
gestive typhus  processes,'  especially  as  that  author  offers  no 
proof  that  these  local  changes  are  peculiar  to  typhoid  fever. 

Typhoid  Fever. — The  larynx  and  pharynx  were  examined 
in  fifteen  of  the  twenty-three  cases — they  were  both  healthy 
in  six,  i.e.  more  than  one-third,  or  exactly  in  the  proportion 
of  40  per  cent. 
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Ulceration  of  the  pharynx  was  found  in  four  cases;  in 
one  of  the  four  there  was  an  ulcer  seated  on  the  posterior 
aspect  of  the  velum  pendulum  palati  and  uvula,  by  which  the 
mucous  membrane  covering  the  latter  and  a  small  part  of 
the  former,  was  completely  destroyed;  the  breadth  of  this 
ulcer  was  four  lines  ;  its  edges  were  bright  red,  and  not  ele- 
vated; its  floor,  formed  of  submucous  cellular  tissue,  was 
dusky  red ;  the  ulceration  was  quite  superficial.  In  the 
same  case  there  was  a  similar  but  smaller  ulcer  on  the  hard 
palate,  and  the  arytseno-epiglottidean  folds  were  considerably 
thickened,  the  chordae  vocales  swollen,  the  mucous  membrane 
of  the  larynx  generally  congested,  and  covered  with  muco- 
purulent  fluid.  Erysipelas,  trifling  in  extent,  had  affected 
this  patient  a  few  days  before  death.  In  another  of  the  four 
cases  there  were  two  or  three  small  ulcers  on  the  posterior 
wall  of  the  pharynx.  In  the  third  an  oval  ulcer,  half  an  inch 
in  width,  partially  divided  into  two  by  a  strip  of  apparently 
healthy  mucous  membrane,  was  found  in  the  pharynx,  just 
at  its  junction  with  the  oesophagus ;  the  floor  of  this  ulcer 
was  formed  by  the  submucous  cellular  tissues  of  a  yellowish 
colour,  its  edges,  like  the  mucous  membrane  of  the  pharynx 
generally,  were  very  pale ;  and  there  was  in  the  same  subject 
a  second  small  superficial  ulcer,  seated  a  little  below  the  one 
just  described.  In  the  fourth  case  four  ulcers  were  seated  on 
the  posterior  wall  of  the  pharynx  ;  one  of  the  four  ulcers  was 
three-quarters  of  an  inch  in  width,  irregular  in  shape,  its 
edges  slightly  elevated,  sharp,  and  of  a  dark  purple  colour,  its 
floor  formed  of  the  congested  naked  fibres  of  the  middle  con- 
strictor of  the  pharynx :  two  or  three  similar,  but  much 
smaller  ulcers,  were  seated  around  the  larger  one ;  the  whole 
mucous  membrane  of  the  pharynx  was  dusky  red.  In  the 
three  latter  cases  the  mucous  membrane  of  the  larynx  was 
pale,  and  healthy  in  aspect ;  in  three  of  the  four  cases,  there- 
fore, the  larynx  was  healthy.  In  a  fifth  case  there  was 
ulceration  and  enlargement  of  both  tonsils — increased  vas- 
cularity  of  the  pharynx,  and  redness  of  the  upper  and  under 
surface  of  the  epiglottis.  In  two  cases  there  was  distinct 
thickening  (from  submucous  effusion  of  serosity)  of  the 
arytseno-epiglottidean  folds  and  epiglottis ;  in  one  of  the  two 
there  was  also  effusion  of  serosity  beneath  the  whole  mucous 
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membrane  of  the  pharynx  and  larynx — in  both  the  serosity  was 
colourless  and  transparent,  and  the  mucous  membrane  itself 
of  the  larynx  and  pharynx  pale.  Both  patients  were  suffering 
from  erysipelas  of  the  head  and  face  at  the  time  of  their  death. 

In  one  case  the  pharynx  was  dusky  violet,  the  upper  and 
under  surface  of  the  epiglottis  of  a  bright  scarlet  colour  from 
minute  injection ;  and  there  was  a  small  ulcer  on  the  cor- 
responding parts  of  either  chorda  vocalis.  The  larynx  ap- 
peared healthy  in  another  case,  in  which  there  were  numerous 
collections  of  a  purulent-looking  fluid,  varying  in  size  from 
a  pin-head  to  a  small  sweet-pea  beneath,  and  elevating  the 
mucous  membrane  of  the  pharynx,  that  membrane  itself 
being  pale.  This  patient  suffered  from  erysipelas  a  few  days 
before  his  death. 

The  conditions  of  the  larynx  and  pharynx  discovered 
after  death,  in  the  fifteen  cases,  may  be  thus  summed  up : — 

No  vestige  of  old  disease  in  any  of  the  cases. 

Both  organs  healthy  in  six,  or,  if  the  two  cases  be  added 
in  which  the  disease  of  the  pharynx  in  the  one,  and  of  the 
larynx  in  the  other,  supervened  after  the  termination  of  the 
fever,  in  eight  cases,  i.e.  in  the  proportion  of  53  per  cent. 

Ulceration  of  the  pharynx  in  one-third  of  the  cases. 

Ulceration  of  the  larynx  in  one  case. 

Signs  of  inflammation  of  the  pharynx  in  six  cases ;  but  in 
two  of  these  the  inflammation  set  in  after  the  termination  of 
the  fever.  As  two  of  the  cases  of  ulceration  of  the  pharynx 
were  unattended  by  any  other  signs  of  inflammation  of  that 
organ,  the  pharynx  was  diseased  during  the  progress  of  the 
fever  in  eight  cases. 

Signs  of  inflammation  of  the  larynx  in  five  cases. 

Larynx  and  pharynx  diseased  in  the  same  subject  (exclud- 
ing one  case  in  which  erysipelatous  inflammation  had  set  in 
after  the  fever  had  terminated)  in  three  cases,  that  is,  in 
one-fifth  of  the  cases  in  which  the  organ  was  examined. 

Larynx  healthy,  pharynx  diseased,  in  three  cases,  or  one- 
fifth  of  the  whole  examined. 

Larynx  diseased,  pharynx  healthy,  in  one  case;  but  in 
this  case  it  was  doubtful  whether  the  disease  was,  during  life, 
confined  to  the  larynx,  although  no  morbid  appearance 
could  be  discovered  in  the  pharynx  after  death. 

E 
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From  this  analysis,  I  think  it  may  fairly  be  concluded, 
that  in  these  cases  the  laryngeal  was  secondary  to  the 
pharyngeal  affection,  and  that  in  typhoid  fever  laryngitis 
independent  of  pharyngitis  is  extremely  infrequent. 

Typhus  Fever. — The  larynx  and  pharynx  were  both 
examined  after  death  in  twenty-six  of  the  forty-three  cases 
of  typhus  fever  I  am  here  analysing. 

Both  organs  were  healthy  in  sixteen  of  the  twenty-six 
cases.  In  one  other  case  they  were  both  healthy,  with  the 
exception  of  a  little  blood  effused  beneath  the  mucous 
membrane  of  the  pharynx.  In  the  remaining  nine  of  the 
twenty-six  cases,  there  were  unequivocal  traces  of  disease. 
The  larynx  and  pharynx  were  deep  purple,  and  covered  with 
slimy  mucus  in  one  case.  In  four  there  were  unequivocal 
traces  of  inflammation  in  both  organs ;  thus,  in  one  of  the  four 
the  mucous  membrane  of  the  pharynx  was  deep  red,  of  the 
larynx  vivid  scarlet,  the  redness  on  minute  inspection  being 
found  to  be  punctiform ;  in  another  of  the  four  the  lining 
membrane  of  the  pharynx  was  of  a  dirty  yellowish  colour, 
and  so  soft  that  it  was  removeable  by  the  gentlest  scraping ; 
the  chordae  vocales  swollen,  the  rima  glottidis  a  mere  chink, 
the  mucous  membrane  of  the  larynx  generally  vividly  in- 
jected and  covered  with  muco-purulent  fluid,  whilst  on  the 
chordae  vocales,  and  on  the  mucous  membrane  lining  the 
larynx  above  the  chords,  were  numerous  shreds  of  white 
opaque  lymph-like  matter,  readily  removeable.  In  the  third 
case,  the  lining  membrane  of  the  pharynx  was  covered  with 
thick  mucus,  felt  rough,  apparently  from  enlargement  of  its 
follicles,  and  was  of  a  dull  purple  colour ;  there  was  a  small 
ulcer  on  either  chorda  vocalis,  but  no  other  trace  of  inflam- 
matory action  within  the  larynx.  The  pharynx  in  the  fourth 
case  was  studded  with  small  yellowish  spots,  from  which,  on 
section  of  the  mucous  membrane  covering  them,  a  drop  of 
purulent-looking  fluid  exuded.  The  lining  membrane  of  the 
larynx  in  the  same  subject  was  dusky  red,  the  chordae  vocales 
and  arytseno-epiglottidean  folds  distinctly  thickened  from 
effusion  of  serosity  into  the  submucous  cellular  tissue. 

Old  disease  of  the  parts  was  present  in  two  cases,  the 
subjects  being  aged  respectively  fifty-six  and  forty-five;  in 
one  of  the  two  the  pharynx  was  congested ;  the  mucous 
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membrane  of  the  larynx,  covered  with  dirty,  frothy  mucus, 
was  opaque  and  somewhat  greenish  in  hue ;  the  under  surface 
of  the  epiglottis  was  irregularly  thickened,  so  that  it 
presented  a  mammillated  appearance;  just  below  the  left 
chorda  vocalis  was  a  round  aperture  leading  to  a  small  cavity 
containing  some  sloughy  matter ;  the  base  of  the  arytsenoid 
cartilage,  ossified  and  necrosed,  was  exposed.  The  other  of 
the  two  cases  terminated  fatally  on  the  17th  day  of  the 
disease.  No  history  of  the  patient  prior  to  admission  could 
be  obtained;  after  death,  there  was  an  old  cicatrix  on  the 
posterior  wall  of  the  pharynx,  and  a  small  superficial  ulcer 
on  the  same  part ;  the  mucous  membrane  of  the  pharynx 
and  upper  surface  of  the  epiglottis  was  of  a  deep  grey  colour. 
Taking  into  account  the  cicatrix,  the  colour  of  the  mucous 
membrane,  and  the  duration  of  the  fever,  we  cannot  but  con- 
clude that  the  superficial  ulcer  was  the  consequence  of  chronic 
inflammation  of  the  pharynx,  which  had  existed  prior  to 
the  attack  of  typhus.  In  one  case  in  which  the  mucous  mem- 
branes of  the  larynx  and  pharynx  were  pale  and  otherwise 
healthy,  there  was  spread  over  the  former  some  purulent  fluid. 

In  one  case  only  was  there  an  ulcer  in  the  pharynx,  the 
result  of  recently  established  diseased  action.  It  was  small 
and  superficial,  and  seated  at  the  base  of  the  left  anterior 
pillar  of  the  fauces.  The  mucous  membrane  of  the  pharynx 
was  in  this  case  of  a  deep  red  colour,  and  covered  with  finely 
granular,  yellowish  lymph.  Similar  granules  of  lymph 
covered  both  surfaces  of  the  epiglottis.  When  the  lymph 
was  removed  from  the  latter,  the  mucous  membrane  covering 
it  was  seen  to  be  vivid  scarlet ;  the  lining  membrane  of  the 
larynx  generally  was  of  a  pale  rose-red,  the  chordae  vocales 
slightly  thickened.  The  subject  of  these  serious  lesions  was 
attacked  with  phlebitis  after  he  had  completely  recovered 
from  a  mild  attack  of  typhus  fever,  and  had  even  left  his  bed ; 
it  was  during  the  second  attack  that  hoarseness  supervened. 
There  had  been  no  pharyngeal  symptoms  during  the  progress 
of  the  fever. 

To  sum  up : — Of  twenty-six  cases  in  which  the  larynx 
and  pharynx  were  examined  after  death,  they  were 

Both  healthy  in  seventeen  cases,  i.e.  in  the  proportion  of 
65'4  per  cent. ;  or  if  the  two  cases  be  added  in  which  the 
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disease  was  evidently  of  old  standing,  and  the  one  in  which 
it  supervened  after  the  patient  had  recovered  from  the  fever, 
twenty  cases,  i.e.  in  the  proportion  of  77  per  cent.,  passed 
through  the  disease  without  any  affection  of  these  organs. 

In  five  cases  there  were  signs  of  inflammation  of  both 
larynx  and  pharynx,  i.e.  in  about  one-fifth  of  the  cases.  In 
one  of  the  five  there  was  ulceration  of  the  larynx. 

Inflammation  of  the  larynx,  the  pharynx  being  free  from 
lesion,  in  one  case. 

In  no  instance  was  the  pharynx  diseased  and  the  larynx 
healthy,  but  in  two  of  the  five  in  which  both  were  inflamed, 
the  lesion  of  the  pharynx  was  much  more  profound  than  that 
of  the  larynx. 

Ulceration  of  the  pharynx  as  a  consequence  of  the  fever 
was  not  detected  in  a  single  instance. 

Thus  it  may  be  stated  that  if  the  laryngeal  affection  in 
typhus  fever  be  not  invariably  preceded  by  pharyngeal 
disease,  it  is  almost  always  so.  The  difference  between  the 
two  diseases  as  exhibited  by  the  great  tendency  to  pharyngeal 
ulceration,  in  the  cases  of  typhoid  fever  (ulceration  of  the 
pharynx  occurred  in  one-third  of  the  cases)  and  by  the  total 
absence  of  any  such  lesion  in  the  cases  of  typhus  fever,  is 
remarkably  striking. 

The  relation  which  existed  between  the  laryngeal  and 
pharyngeal  affection  and  erysipelas  was  undoubtedly  intimate. 


(ESOPHAGUS. 

Typhoid  Fever. — The  oesophagus  was  examined  in  seven- 
teen of  the  twenty-three  cases.  In  sixteen  it  was  healthy.1 
In  one  it  was  extensively  ulcerated.  The  ulcerations,  several 
in  number,  extended  five  and  a  half  inches  upwards  from 
just  above  the  cardiac  orifice  of  the  stomach.  The  circular 
muscular  fibres  of  the  oesophagus  were  at  places  exposed. 

1  There  is  in  the  normal  condition  of  the  parts  a  marked  difference  in  hue 
between  the  colour  of  the  mucous  membrane  of  the  pharynx  and  oesophagus. 
The  somewhat  purplish  colour  of  the  former  generally  ceases  abruptly  on  a 
line  corresponding  to  the  upper  border  of  the  larynx.  I  mention  this 
because  I  have  occasionally  observed  this  appearance  described  by  those 
unaccustomed  to  examine  these  organs  as  a  morbid  appearance. 
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One  of  the  ulcers  was  three  inches  in  length,  and  half  an  inch 
in  breadth.  All  were  longer  than  they  were  broad.  The 
edges  of  the  majority  were  slightly  elevated.  The  mucous 
membrane  between  was  here  and  there  finely  injected. 

Typhus  Fever. — The  cesophagus  was  examined  in  twenty- 
four  of  the  forty-three  cases.  It  was  healthy  in  all. 

Covering  the  oesophagus  is  frequently  observed  a  thin 
layer  of  opaque  white  curdy  matter.  Microscopic  examina- 
tion has  demonstrated  to  me  that  this  layer  is  composed  of 
epithelium.  Whether  it  separates  more  readily  in  the  one 
disease  than  in  the  other  is  worthy  of  investigation,  especially 
with  reference  to  a  condition  observed  in  the  kidney  tubes. 
My  notes  do  not  enable  me  to  determine  the  comparative 
frequency  of  this  probably  cadaveric  change  in  the  two 
diseases  I  am  here  considering. 


STOMACH. 

Typhoid  Fever. — Excluding  the  cases  in  which  the  stomach 
was  not  examined,  and  those  which  survived  the  thirty-fifth 
day  of  illness,  there  remain  fifteen  cases  for  analysis  with 
reference  to  the  condition  of  the  stomach  generally,  and 
twenty  with  respect  to  the  presence  or  absence  of  ulceration 
of  that  organ. 

The  cases  that  proved  fatal  after  the  35th  day  are 
available  so  far  as  concerns  ulceration  of  the  organ,  because 
unequivocal  traces  of  that  lesion  are  left  in  the  form  of 
cicatrices  for  some  time  after  the  healing  process  is 
completed. 

If  any  appearance  of  healed  ulcers  in  the  stomach  had 
been  discovered  in  the  cases  that  proved  fatal  after  the 
termination  of  the  fever,  then  a  question  might  have  been 
raised  as  to  whether  the  cicatrices  had  existed  prior  to  the 
commencement  of  the  fever.  But  no  trace  of  pre-existing 
ulceration  was  detected,  therefore  these  cases  may  be 
admitted  as  unimpeachable  evidence. 

Colour. — No  note  of  the  colour  was  made  in  four  cases. 
In  these  four  it  must  have  been  healthy,  or  nearly  so.  In 
six  cases  it  was  pale.  In  one  there  was  scattered  over  the 
whole  mucous  membrane  some  bright  red  lines  and  patches. 


70  TYPHOID  AND  TYPHUS  FEVERS 

In  another  there  was  punctiforin  redness,  and  softening  of 
the  mucous  membrane  to  the  extent  of  three  inches,  com- 
mencing from  the  pylorus,  and  stretching  towards  the 
cardiac  extremity ;  it  was  in  the  same  case  mammillated  to 
near  the  cardiac  extremity,  i.e.  commencing  at  the  pylorus. 
The  mucous  membrane  retained  in  this  case  its  normal 
consistence  at  the  cardiac  extremity.  There  were  a  few  rugae. 

In  two  cases  the  mucous  membrane  was  somewhat  grey. 
In  one  of  these  cases  the  posterior  portion  of  the  great  cul- 
de-sac  was  speckled  with  deep  red,  the  mucous  membrane  of 
the  cardiac  extremity  was  rather  soft,  the  remainder  of  the 
organ  normal  in  consistence  and  thickness.  In  the  other  of 
these  two  cases  the  mucous  membrane  was  rugose  and  mam- 
millated— with  the  exception  of  the  great  cul-de-sac — 
generally  softened,  the  softening  especially  affecting  the 
pyloric  hah0.  In  two  other  cases  there  was  marked  increase 
in  the  vascularity  of  the  cardiac  extremity  of  the  stomach. 

Ulceration. — In  one  case  only  was  there  recent  ulceration. 
In  this  case  the  mucous  membrane  of  the  stomach  was  pale 
and  smooth,  its  consistence  and  thickness  normal.  Scattered 
over  the  anterior  and  posterior  wall  and  greater  curvature 
were  numerous  minute  ulcers,  varying  in  size  from  a  pin 
point  to  a  line  in  diameter ;  their  edges  and  floors  were  pale  ; 
the  former  rounded,  the  latter  formed  of  submucous  cellular 
tissue. 

In  no  case  was  there  any  trace  of  old  ulceration,  or  of 
chronic  inflammation *  of  the  organ. 

Softening. — In  ten  cases  the  mucous  membrane  retained 
its  normal  consistence.  In  two  it  was  slightly  softened  at  the 
cardiac  extremity ;  in  three  near  the  pylorus ;  in  one  of 
these  three  there  were  numerous  red  spots  on  the  posterior 
wall  of  the  stomach,  varying  in  size  from  a  mere  point  to  a 
pin-head.  The  softening  in  this  case  was  limited  to  the  red 
spots  and  their  immediate  vicinity,  and  in  another  of  the 
three  cases  the  softening  of  the  pyloric  portion  of  the 
stomach  was  accompanied  by  punctiforin  redness. 

1  I  do  not  include  mammillation  of  the  mucous  membrane  of  the  stomach 
under  the  term  of  chronic  inflammation  of  that  organ.  The  true  significa- 
tion of  this  condition  of  the  membrane,  it  appears  to  me,  has  yet  to  be  deter- 
mined. 
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In  no  instance  was  any  softening  approaching  perforation 
observed.  In  no  instance  was  the  mucous  membrane  firmer 
than  natural ;  in  no  instance  softened  throughout  the  organ. 

Tliickness. — In  one  case  the  mucous  membrane  was  noted 
to  be  generally  somewhat  thickened.  In  six  cases  it  was 
recorded  to  be  of  normal  thickness. 

Mammillation. — In  two  cases  there  was  no  mammilla- 
tion  ;  in  one  nearly  the  whole  membrane  was  in  that  state ; 
in  two  cases  it  existed  from  the  pylorus  to  near  the  cardiac 
extremity;  in  three  it  was  limited  to  the  vicinity  of  the 
pylorus;  while  in  five  of  the  fifteen  cases  no  note  of  this 
particular  was  made. 

Typhus  Fever. — Omitting  the  cases  of  which  no  notes 
were  made  with  respect  to  the  condition  of  the  stomach,  and 
those  which  survived  the  4th  week  of  the  disease,  there 
remain  for  analysis  generally  thirty-seven  cases,  and  with 
respect  to  ulceration  forty-two. 

Colour. — The  stomach  was  noted  to  be  pale  or  healthy  in 
colour  in  twenty-three  of  the  thirty-seven  cases.  It  was  of  an 
uniform  dusky  grey  hue  in  two  cases.  There  was  punctiform 
redness  along  the  greater  curvature,  and  anterior  and  posterior 
surfaces  of  the  mucous  membrane  adjoining,  in  one  case, 
minute  hemorrhagic  spots  in  the  cardiac  extremity  in  two 
cases ;  some  redness  of  the  great  cul-de-sac  in  one  case. 
The  mucous  membrane  in  the  four  last-mentioned  cases 
retained  its  normal  colour  in  the  other  parts  of  the  organ. 

There  were  signs  of  chronic  inflammation  of  the  mucous 
membrane  of  the  stomach  in  seven  cases,  i.e.  it  was  grey, 
speckled,  thickened,  altered  in  consistence,  or  covered  with 
tough  mucus,  and  in  four  of  the  seven  there  were  un- 
equivocal cicatrices. 

Ulceration. — In  one  case  the  mucous  membrane  of  the 
whole  stomach  was  remarkably  rugose,  maminillated  from 
pylorus  to  cardia,  and  of  a  dull  roseate  hue ;  in  the  great  cul- 
de-sac  the  redness  was  remarkably  vivid,  and  on  minute  in- 
spection was  found  to  be  punctiform.  Three  inches  from  the 
pylorus,  scattered  over  a  space  about  an  inch  and  a  half  in 
circumference,  and  seated  on  the  posterior  wall  of  the  stomach, 
were  nine  ulcers,  varjdng  in  size  from  a  pin-point  to  No.  4  shot ; 
their  edges  were  well  defined  and  not  discoloured ;  there  was 
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no  softening  of  the  mucous  membrane ;  on  the  contrary,  it 
was  noted  as  rather  tough. 

In  no  other  case  was  there  evidence  of  recent  ulceration, 
for  it  so  happened,  as  has  been  before  remarked,  that  the  old 
cicatrices  were  observed  only  in  those  cases  which  proved 
fatal  during  the  progress  of  the  fever.  The  ages  respectively 
of  the  subjects  in  which  the  cicatrices  were  noted  were  33, 40, 
42,  56,  and  61  years. 

Mammillation. — The  presence  or  absence  of  this  condition 
of  the  mucous  membrane  was  recorded  in  fourteen  cases  only. 
In  one,  the  case  before  referred  to,  it  was  general.  In  six,  it 
was  limited  to  the  vicinity  of  the  pylorus.  In  seven  cases 
there  was  no  mammillation. 

Consistence. — The  mucous  membrane  was  noted  to  be  of 
normal,  or  nearly  normal,  consistence,  in  twenty-two  cases. 
It  was  generally  rather  firmer  than  natural  in  four.  In  one 
of  these  four  there  were  recent  ulcers ;  in  two  others  cicatrices 
of  old  ulcers  ;  in  one  case, — in  which  the  mucous  membrane 
was  of  a  reddish  hue  posteriorly,  of  a  darker  red  anteriorly, 
and  of  a  vermilion  tint  along  the  great  curvature,  the  red- 
ness being  punctiform  and  capillary, — the  consistence,  which 
was  generally  natural,  was,  at  the  reddest  parts,  slightly 
increased;  the  same  parts  were  also  thicker  than  natural 
No  note  was  made  with  respect  to  the  consistence  of  the 
mucous  membrane  in  one  case.  In  four,  it  was  generally 
softer  than  natural;  in  one  of  these  four,  the  cardiac  ex- 
tremity was  disproportionately  soft.  In  four  cases  there  was 
such  extreme  softening  of  the  great  cul-de-sac,  that  it  rup- 
tured in  the  removal  or  in  the  washing  of  the  organ.  The 
ages  of  these  four  subjects  were  33,  49,  50,  and  50.  Two  of 
these  cases  terminated  respectively  on  the  12th  and  16th 
day  of  disease ;  the  other  two  during  the  course  of  the  fever, 
but  the  exact  date  was  never  ascertained.1  In  no  case  was 
the  mucous  membrane  in  the  vicinity  of  the  pylorus  softer 
than  that  covering  the  cardiac  extremity. 

1 1  shall  reserve,  till  another  opportunity,  the  minute  analysis  of  these 
cases  of  perforation  ;  the  number  is  too  few  to  lead  to  any  satisfactory  con- 
clusion ;  and  I  have  accounts  of  others,  which  may  be  added  to  these,  though 
not  admissible  in  this  place,  because  they  do  not  come  within  the  limits  I 
have  laid  down  for  the  cases  here  analysed. 
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Thickness. — In  three  cases  the  mucous  membrane  was 
noted  to  be  generally  increased  in  thickness.  In  one  case 
(before  referred  to)  it  was  partially  thickened ;  in  twenty-one 
cases  it  was  noted  to  possess  its  normal  thickness. 

DUODENUM. 

Typhoid  Fever. — Excluding  eight  cases,  which  either  sur- 
vived the  fever,  or  were  not  examined  with  reference  to  the 
condition  of  the  duodenum,  there  remain  for  analysis  fifteen 
cases.  There  was  no  marked  deviation  of  the  duodenum 
from  health,  in  ten  of  the  fifteen.  In  one  its  mucous  mem- 
brane was  finely  injected,  and  in  another  it  was  reddish-grey ; 
in  both  of  these  cases  there  was  redness  and  softening  of  the 
pyloric  portion  of  the  stomach.  In  one  case  there  was  vivid 
redness  of  the  upper  part  of  the  duodenum,  the  stomach 
being  perfectly  healthy  in  appearance.  In  two  cases  the 
mucous  membrane  of  the  duodenum  was  pale  grey ;  in  one 
of  the  two  the  stomach  was  greyish,  and  in  the  other  there 
was  considerable  redness,  in  patches  and  lines,  of  the  latter 
organ.  In  no  case  was  there  any  trace  of  ulceration. 

Typhus  Fever. — Six  cases  being  omitted  as  not  available 
for  analysis,  except  in  so  far  as  traces  of  ulceration  of  the 
organ  are  concerned,  there  remain  for  examination  thirty- 
seven  of  the  forty-three  cases  here  considered. 

In  twenty-eight  the  mucous  membrane  appeared  perfectly 
healthy.  In  two  it  was  stained  yellow,  and  slightly  softened  ; 
in  one  of  these  two  the  mucous  membrane  of  the  stomach 
was  in  the  same  state.  In  one  case,  the  mucous  membrane 
of  the  duodenum  was  vividly  injected ;  in  five  others  it  was 
of  a  grey  colour.  In  one  of  these  five  Brunner's  glands  were 
remarkably  prominent.  Signs  of  chronic  inflammation  of  the 
mucous  membrane  of  the  stomach  existed  in  four  of  the  six 
cases  last  referred  to,  old  cicatrices  having  been  noted  in  that 
organ  in  four  of  them ;  and  in  the  other  two  of  the  six  the 
mucous  membrane  of  the  stomach  was  pale  grey,  though 
otherwise  healthy  in  appearance.1 

1  As  some  persons  have  spoken  of  the  solitary  glands  at  the  lower  part  of 
the  ileum  as  Brunner's  glands,  I  think  it  well  to  state  that  I  intend,  here 
and  elsewhere,  to  limit  the  term  to  those  glands  described  by  Brunner  as 
existing  in  the  duodenum.  They  are  well  known  to  be  very  different  in  struc- 
ture and  situation  from  the  solitary  and  agminated  glands  found  in  the  ileum. 
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In  one  case  there  were  some  hemorrhagic  spots  beneath 
the  mucous  membrane,  on  the '  edges  of  the  valvular 
conniventes,  the  intervening  membrane  being  pale  and 
healthy. 

In  no  case  was  there  recent  ulceration,  and  in  no  case 
traces,  in  the  form,  of  cicatrices,  of  healed  ulcers. 

From  this  analysis,  I  think  the  conclusions  may  legiti- 
mately be  deduced,  that  the  duodenum  is  rarely  affected  in 
fever,  and  that  it  is  not  common  for  it  to  be  the  seat  of 
chronic  inflammation,  unless  in  conjunction  with,  and  pro- 
bably secondarily  to,  the  same  affection  of  the  mucous  mem- 
brane of  the  stomach. 

JEJUNUM  AND   ILEUM. 

Typhoid  Fever. — Seventeen  cases  proved  fatal  before  the 
thirty-fifth  day  of  the  disease ;  only  these  seventeen,  there- 
fore, can  be  examined  with  reference  to  the  colour  and  con- 
sistence of  the  mucous  membrane ;  but  all  the  twenty-three 
are  evidence  with  respect  to  the  presence  or  absence  of 
ulceration. 

Colour. — The  mucous  membrane  generally  was  pale  or 
healthy  in  eleven  of  the  seventeen  cases.  The  whole  mem- 
brane was  finely  injected  in  one  case ;  in  another  there  was 
ramiform  injection  in  patches ;  in  two  others  the  lower  part 
of  the  ileum,  in  one  two  feet,  in  the  other  five  inches,  upward 
from  the  ileo-ccecal  valve,  was  finely  injected ;  in  this  latter 
case  the  jejunum  was,  like  the  duodenum,  greyish,  while  the 
upper  part  of  the  ileum  was  pale.  In  another  case  the 
jejunum  and  upper  part  of  the  ileum  was  ash-grey,  the  lower 
part  of  the  ileurn  pale.  In  one  case  two  feet  of  the  ileum 
were  of  a  grey  colour ;  this  case  proved  fatal  on  the  25th  day 
of  the  disease. 

Consistence. — Notes  on  this  point  were  made  in  fourteen 
cases  only ;  in  eleven  of  the  fourteen  it  was  natural,  in  three 
softer  than  normal.  In  one  of  the  three  cases  the  softening 
was  confined  to  the  lower  two  feet  of  the  ileum ;  in  the  other 
it  was  general,  but  slight  in  amount ;  in  all  three  the  mucous 
membrane  was  pale  and  of  normal  thickness. 

Agminated   Glands  or  Peyer's  Patches. — These  organs, 
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the  functions  of  which  are  entirely  unknown,  but  whose 
structure  Boehm  has  so  well  described,  were  ulcerated  in  the 
twenty-three  cases  I  am  here  considering ;  and  as  the  proof 
that  the  lesions  of  these  patches  observed  in  England  are  the 
same  as  those  observed  in  France  is  of  importance  for  estab- 
lishing the  identity  of  the  cases  I  have  here  called  typhoid 
fever  with  those  described  by  Louis  and  Chomel  under  the 
same  name,  I  must  enter  a  little  fully  into  the  description  of 
the  changes  these  patches  had  undergone  in  the  twenty-three 
cases  here  analysed. 

(a)  In  one  of  the  cases  which  proved  fatal  on  the  twelfth 
day,  i.e.  the  earliest  period  of  the  disease  at  which  either  of  the 
twenty-three  patients  died,  the  following  lesions  were  noted 
to  exist  in  the  ileum.  About  seven  feet  above  the  coacum, 
the  solitary  glands  were  very  distinct,  in  the  form  of  raised 
opaque  white  spots.  Six  feet  above  the  ileo-csecal  valve  was 
one  of  Peyer's  patches,  the  inferior  portion  of  which  was 
thickened,  and  of  a  pinkish  hue;  from  thence  downward 
every  patch  was  thickened ;  the  amount  of  the  thickness  and 
the  superficial  extent  to  which  each  patch  was  affected, 
increased  as  they  approached  the  ileo-csecal  valve.  On  one 
patch,  situated  about  three  feet  from  that  valve,  the  mucous 
membrane  was  destroyed  at  several  spots,  by  as  many  minute 
ulcers,  each  about  the  size  of  a  pin's  head ;  from  this  point 
downward  every  patch  was  more  or  less  ulcerated,  thickened, 
and  distinctly,  and  in  some  places  considerably,  raised  above 
the  level  of  the  surrounding  mucous  membrane.  The  lowest 
elliptical  patch  was  three  inches  in  length,  thicker  than  any 
above  it,  covered  with  thick  rugose  mucous  membrane.  On 
it  were  several  ulcers,  the  largest  irregular  in  shape,  about 
three  lines  in  diameter,  the  smallest  not  bigger  than  a  pin's 
head.  The  floors  of  the  ulcers  were  formed  of  submucous 
cellular  tissue  of  a  deep  yellow  colour.  The  mucous  mem- 
brane on  the  diseased  patches  was  of  a  pale  purplish  colour, 
and  softened;  the  minute  pits  observable  naturally  on  the 
patches,  were  much  more  apparent  than  in  the  healthy  state. 
The  thickening  of  the  patches  appeared  due  to  an  increase  in 
the  thickness  of  the  mucous  membrane,  and  of  the  sub- 
mucous  cellular  tissue,  and  not  to  any  deposit  in  the  latter. 
The  size  and  thickness  of  the  solitary  glands  increased  as  they 
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approached  the  ileo-csecal  valve ;  near  this  part  some  were  as 
large  as  split  peas.  On  the  apices  of  several  was  a  small 
opaque  yellow  spot,  and  on  others  a  minute  black  point.  The 
mucous  membrane  between  the  glands  at  the  lower  eighteen 
inches  of  the  ileum  was  highly  vascular ;  but  neither  softened 
nor  altered  from  its  normal  thickness.  The  peritoneum  im- 
mediately over  the  diseased  patches  was  of  a  palish  purple 
colour,  finely  injected,  the  vessels  running  in  two  directions, 
longitudinally  and  transversely,  i.e.  crossing  each  other  at 
right  angles. 

(6)  The  following  is  the  description  of  the  condition  of  the 
last  three-and-a-half  yards  of  the  ileum  in  a  man  who  died 
of  hemorrhage  from  the  intestines  on  the  twenty-fifth  day  of 
the  disease. 

About  three- and-a-half  yards  above  the  ileo-csecal  valve 
was  one  of  Peyer's  patches,  opaque  and  thickened  at  intervals ; 
the  opacity  and  the  thickening  were  seen,  on  section  through 
the  substance  of  the  patch,  to  be  due  to  a  white  deposit, 
seated  in  the  submucous  tissue.  The  mucous  membrane 
covering  the  patch  was  pale,  and  of  normal  consistence.  On 
the  next  patch  were  two  thickened  spots,  each  three-eighths 
of  an  inch  in  diameter.  The  deposit  in  the  submucous  tissue 
which  caused  the  thickening  was  of  a  pink  colour;  the 
mucous  membrane  covering  this  patch  was  pale  and  softened. 

Every  patch  from  the  last  described,  to  about  half  a  yard 
above  the  ileo-csecal  valve,  was  more  or  less  thickened.  The 
thickening  did  not,  in  the  majority  of  cases,  affect  the  whole 
gland,  but  was  found  in  spots  only  ;  the  portion  of  the  patch 
between  the  spots  appeared  tolerably  healthy.  Where,  how- 
ever, the  whole  gland  was  slightly  thickened,  then  some  spots 
were  much  thicker  than  the  general  mass  of  the  patch ;  the 
parts  most  affected  measured  about  a  line  and  a  half  in  thick- 
ness, and  had  a  pink  colour  ;  the  thickening  being  evidently 
due  to  a  pale  friable  deposit  in  the  submucous  cellular  tissue. 
The  mucous  membrane  covering  the  whole  gland  was  softer 
than  that  adjacent  to  it;  and  that  over  the  pink  and  thickest 
spots,  softer  than  that  over  the  pale  and  thinner  portion  of 
the  patch.  The  solitary  glands,  at  this  part  of  the  intestine, 
were,  generally,  scarcely  visible ;  but  here  and  there  were  a 
few  opaque,  and  slightly  elevated,  and  two  were  as  large  as 
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split  peas.  The  mucous  membrane  over  the  two  was  slightly 
softened,  and  decidedly  softer  at  their  apices  than  at  their 
bases.  The  submucous  tissue  was  of  deep  red  at  these  spots. 
About  half  a  yard  above  the  ileo-csecal  valve  was  a  Peyer's 
patch,  much  more  thickened  than  those  above  described. 
The  mucous  membrane  covering  it  was  of  pulpy  softness. 
At  its  superior  part  was  a  round  spot  with  red  edges,  the 
centre  of  which  was  occupied  by  an  opaque  yellow  struc- 
tureless mass,  readily  detached  ;  by  its  removal,  a  thin  layer 
of  submucous  cellular  tissue  was  exposed.  On  the  lower  part 
of  the  patch  was  a  spot  about  one  inch  in  diameter,  thicker 
than  the  other  parts  of  the  gland,  of  a  red  colour,  its  centre 
occupied  by  an  ulcer  three  lines  in  diameter.  The  floor  of 
this  ulcer  was  formed  of  the  transverse  muscular  fibres  of  the 
intestine  ;  to  its  edges,  which  were  jagged,  and  overlapped  the 
floor,  were  attached  threads  of  tough,  opaque,  deep  yellow, 
sloughy-looking  matter,  similar  to  that  observed  at  the  upper 
part  of  the  patch,  and  described  above  as  structureless,  i.e.  to 
the  unassisted  eye.  Passing  downwards  there  was,  a  little 
nearer  to  the  caecum,  another  patch  of  a  deep  grey  colour, 
having  on  it  an  ulcer  resembling  the  one  last  described,  but 
larger  and  deeper ;  attached  to  its  edges  were,  as  in  the  last, 
opaque  yellow  sloughs.  Water  thrown  into  the  superior 
mesenteric  artery  welled  forth  freely  from  the  edges  of  this 
ulcer ;  doubtless  from  it,  therefore,  the  hemorrhage  of  which 
the  patient  died  proceeded. 

Every  patch  from  this  point  to  the  ileo-csecal  valve  was 
more  or  less  destroyed  by  ulcers  resembling  the  last  described. 
The  solitary  glands  in  this  part  of  the  ileum  were  larger  than 
those  in  the  upper  portion. 

(c)  The  patient  whose  intestine  presented  the  appearances 
I  am  now  about  to  describe,  died  on  the  forty-sixth  day  of 
illness,  from  perforation.  The  appearances  illustrate  well  the 
process  of  healing  of  the  ulcers,  and  also  the  chronic,  atonic 
ulcers,  which  often  continue  long  after  the  fever  has  run  its 
course,  and  frequently  prove  fatal  by  perforation.  I  cannot 
refrain  from  pointing  out  to  the  reader  the  importance  of  the 
knowledge  of  the  existence  of  these  atonic  ulcers  in  a  practical 
point  of  view,  as  influencing,  that  is,  the  treatment  and  the 
prognosis.  The  lower  part  of  the  jejunum  and  the  upper  part 
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of  the  ileum,  in  this  case,  had  a  peculiar  opaque  appearance ; 
their  consistence  and  thickness  were  normal.  About  three 
feet  above  the  ileo-csecal  valve,  at  the  inferior  portion  of  one 
of  Peyer's  patches,  was  a  grey  spot,  half-an-inch  in  diameter ; 
the  centre  of  this  spot  was  pale,  smooth,  shining,  and  slightly 
depressed  below  the  level  of  the  surrounding  tissue.  There 
was  no  puckering  around  it.  This  mode  of  healing  of  typhoid 
ulceration  of  the  gut  explains  the  fact,  that  diminution  of  the 
calibre  of  the  intestine  never  follows  the  healing  of  this  form 
of  ulcer,  as  pointed  out  by  Kokitansky.  It  appeared  to  be 
the  remains  of  an  ulcer.  From  this  spot  downwards,  to  about 
eight  inches  above  the  caecum,  every  patch  was  more  or  less 
diseased,  i.e.  of  a  deep  grey  colour ;  and  on  every  one  were 
healed,  or  apparently  healing,  ulcers.  In  neither  of  these 
healing  ulcers  was  there  any  free  fringe  of  mucous  membrane. 
Between  the  patches  were  some  small  round  superficial  ulcers, 
the  floors  of  which  were  pale,  the  edges  grey,  but  not  elevated. 
Nine  inches  from  the  ileo-csecal  valve,  all  the  coats  of  the 
intestine  were  perforated,  and  an  aperture  from  the  ulterior 
of  the  bowel  into  the  peritoneal  cavity  was  formed,  three- 
eighths  of  an  inch  in  diameter.  The  edges  of  the  aperture 
were  well  defined ;  the  mucous  membrane  around  it  pale,  and 
slightly  softened.  Through  this  opening  the  contents  of  the 
bowel  had  escaped  before  death. 

The  whole  of  the  coats  of  the  gut  had  been  perforated, 
during  life,  through  the  next  Peyer's  patch,  but  the  faecal 
matter  had  been  prevented  from  escaping  through  the  aper- 
ture, in  consequence  of  the  peritoneal  surface  around  the 
orifice  having  adhered,  by  dense  false  membrane,  to  the  fundus 
of  the  uterus.  The  edges  of  the  opening,  like  the  remainder 
of  the  patch,  were  grey,  and  not  thickened.  On  the  same 
patch  were  two  ulcers,  the  size  of  the  aperture  last  described ; 
their  floors  were  pale,  and  formed  by  the  transverse  muscular 
fibres  of  the  gut ;  their  edges  scarcely,  if  at  all,  elevated,  and, 
like  the  whole  patch,  deep  grey.  On  the  patch,  immediately 
above  the  valve,  were  several  small  superficial  ulcers,  and 
some  smooth,  pale,  shining,  and  slightly  depressed  spots, 
apparently  healed  ulcers.  Between  the  three  last  described 
patches  were  many  small  round  grey  spots.  On  these  there 
were  no  traces  of  previous  ulceration  ;  they  appeared  to  have 
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undergone  resolution  without  proceeding  to  the  stage  of 
ulceration.  They  were  scarcely  thickened,  and  the  grey 
colour  assumed  a  deeper  tint  when  the  surface  of  the  mucous 
membrane  was  removed  by  gentle  friction.  This  latter  is  a 
very  important  fact  with  reference  to  the  question,  whether 
the  change  of  colour  was  cadaveric,  or  the  result  of  diseased 
action.  The  whole  mucous  membrane  of  the  lower  portion 
of  the  ileum  was  pale,  rather  soft,  somewhat  opaque,  but  of 
normal  thickness. 

(d)  In  the  following  account  of  the  appearances  found  in  the 
ileum  after  death,  on  the  28th  day  of  the  disease,  are  detailed 
the  conditions  which  precede  one  mode  of  perforation,  viz. 
that  by  rupture  of  the  peritoneal  coat.  The  upper  part  of 
the  ileum  was  of  a  pale  ash  grey,  normal  in  consistence  and 
thickness.  About  four  and  a  half  feet  above  the  ileo-csecal 
valve  was  one  of  Peyer's  patches,  slightly  thickened,  the 
mucous  membrane  covering  it  softened,  and  very  vascular. 
The  next  patch  was  similarly  affected.  On  the  next,  i.e.  de- 
scending towards  the  valve,  was  a  large  ulcer,  by  which  the 
coats  of  the  intestine  had  been  so  much  thinned  that  an  aper- 
ture was  formed  in  washing  them.  From  this  point  down- 
ward every  agminated  gland  was  more  or  less  destroyed  by 
ulceration.  On  the  floors  of  some  of  the  ulcers  were  laree 

O 

sloughs  of  a  yellow  colour,  soft,  but  moderately  tough ;  around 
the  edges  of  others  were  small  masses  of  pale  yellowish  deposit, 
friable,  and  of  cheesy  consistence.  The  floors  of  the  ulcers 
generally  were  formed  by  transverse  muscular  fibres.  From 
the  centre  of  some  of  them,  however,  the  muscular  fibres  had 
disappeared,  and  a  delicate  layer  of  peritoneum  only  separated 
the  contents  of  the  intestine  from  the  abdominal  cavity.  The 
edges  of  the  ulcers  were  elevated,  and  of  a  grey  or  slate  colour. 
The  mucous  membrane,  between  the  agminated  glands,  was 
rather  pale,  and  slightly  softer  than  natural.  The  peritoneum 
covering  the  ulcerated  patches  was  more  vascular  than  else- 
where ;  and  on  that  membrane,  corresponding  to  the  floor  of 
some  of  the  ulcers,  were  some  shreds  of  recent  lymph. 

I  have  detailed  in  the  above  four  cases  two  forms  of 
thickening  of  the  agminated  glands.  One,  in  which  the 
thickening  depended  on  the  deposit  of  a  pale  whitish  friable 
matter,  of  cheesy  consistence,  in  the  substance  of  the 
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submucous  cellular  tissue — the  plaques  dures  of  Louis ;  and 
another,  in  which  the  thickening  was  due  to  swelling  of  the 
mucous  and  submucous  tissues, — the  plaques  molles  of  the 
same  author.  Ulceration  follows  both  forms  of  thickening. 

These  cases  further  illustrate  the  following  facts  : — 

1st,  That  ulceration  of  the  solitary  and  agminated  glands 
may  commence  in  two  modes  ;  on  the  one  hand,  by  softening 
of  the  mucous  membrane,  abrasion  of  the  extremely  softened 
superficial  tissue,  and  then  enlargement  of  the  breach  of  con- 
tinuity thus  formed,  in  depth  and  extent,  by  simple  ulcera- 
tion ;  on  the  other,  by  sloughing  of  a  portion  of  the  submucous 
tissue  containing  the  before-described  deposit,  and  of  the 
mucous  membrane  over  it,  and  then  extension  of  the  ulcer  in 
breadth  and  width,  by  the  separation  of  minute  sloughs  from 
the  edges  of  the  breach  of  continuity,  left  after  the  separation 
of  the  slough  first  formed. 

2nd,  That  when  the  whole  of  the  deposit  has  sloughed  out, 
no  fresh  deposit  is  formed;  and  that,  consequently,  as  the 
whole  of  that  deposit  is  seated  in  the  submucous  tissue, 
destruction  of  the  muscular  fibres  of  the  intestine  must  be 
the  result  of  simple  ulceration. 

3rd,  That  resolution  of  the  disease  affecting  the  patches 
may  in  some  cases  occur  before  ulceration  has  taken  place. 

4th,  That  ulcers  of  considerable  size  may  heal 

5th,  That  no  contraction  follows,  within  a  short  period,  the 
healing  of  the  ulcers. 

6th,  That  ulcers,  dependent  for  their  origin  on  the  presence 
in  the  system  of  the  fever-poison,  may,  after  the  fever  has  run 
its  course,  continue  to  spread,  retard  recovery,  and  even  cause 
death  by  perforation. 

7th,  That  while  some  of  the  ulcers  are  undergoing  the 
healing  process,  others  may  be  spreading ;  or,  as  Rokitansky 
says,  may  pass  into  the  state  of  atonic  ulcers. 

These  atonic  or  simple  ulcers  left  after  the  termination 
of  the  fever,  are  a  frequent  cause  of  lengthened  duration  of 
illness  in  cases  of  typhoid  fever. 

Four  cases  only  of  twenty-three  offered  examples  of  the 
plaques  dures. 

In  no  case  that  proved  fatal  after  the  30th  day  was  any 
of  the  whitish  deposit  discovered  in  the  submucous  cellular 


CHANGES  IN  ILEUM  IN  TYPHOID  81 

tissue  ;  and  this  agrees  with  the  experience  of  Louis,  for  the 
thirteen  examples  of  the  plaques  dures  detailed  in  his  great 
work  on  Typhoid  Fever  proved  fatal  before  the  30th  day  of 
the  disease.  I  doubt,  however,  if  it  be  correct  to  regard  all 
the  cases  which  proved  fatal  at  a  later  period  as  examples  of 
the  plaques  molles,  because  it  is  probable  that  the  deposit 
constituting  the  plaques  dures  takes  place  at  an  early  period 
of  the  disease. — (I  have  seen  it  very  extensive  in  the  intestine 
of  a  girl  who  died  four  days  after  she  had  been  engaged  at 
the  wash-tub,  at  which  time  she  felt  quite  well.  I  am  in- 
debted for  the  history  of  the  case  to  my  friend  Mr.  Sankey. 
I  saw  the  girl  the  last  day  of  life,  and  was  present  at  the 
examination  after  death.) — And  it  is  further  probable,  that 
before  the  30th  day  the  whole  of  this  foreign  matter,  incapable 
of  more  than  the  lowest  cell-development,  would  be  thrown 
off  by  sloughing. 

This  view  of  the  matter  receives  confirmation  from  the 
condition  of  the  mesenteric  glands  in  many  cases. 

From  these  organs  the  typhous  matter,  as  it  has  been 
called,  is  not  thrown  off,  as  from  the  agminated  glands,  by 
sloughing.  In  them,  accordingly,  we  find  this  deposit  long 
after  the  thirtieth  day.  In  one  of  the  cases  above  described, 
which  proved  fatal  on  the  28th  day  of  the  fever,  had  the 
patient  survived  another  day  or  two,  the  few  pieces  of 
yellowish  cheesy  matter  which  still  adhered  to  the  sides  of 
the  ulcers  would  have  been  thrown  off,  and  there  would  have 
remained  no  proof  that  the  case  had  been  an  example  of  the 
plaques  dures. 

The  ulcers,  as  a  general  rule,  increased  in  superficial  ex- 
tent as  they  approached  the  ileo-csecal  valve.  When  one 
portion  of  a  patch  was  thicker  than  another,  the  portion  of 
the  patch  next  the  ileo-csecal  valve  was  usually  the  thicker. 

Healing  ulcers  were  found  in  every  case  that  proved  fatal 
after  the  30th  day,  and  also  in  one  case  that  probably  had 
been  ill  only  twenty  days  when  the  fatal  termination  took 
place.  No  effort  at  separation  was  discovered  in  the  other 
cases  that  proved  fatal  before  the  30th  day.  This  fact  affords 
additional  ground  for  believing  that  the  attempt  I  made  to 
fix  the  duration  of  the  disease  from  the  duration  of  the 
eruption,  at  the  commencement  of  this  paper,  was  successful. 

F 
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Perforation. — Three  patients,  or  rather  less  than  one- 
eighth  of  the  patients  whose  cases  are  here  analysed,  died 
from  perforation  of  the  intestine,  respectively  on  the  17th, 
31st,  and  42d  day  of  disease.  The  perforation  in  all  three 
took  place  through  the  floor  of  an  ulcer  seated  on  one  of  the 
agminated  glands.  In  two  of  the  three,  perforation  occurred 
hi  the  lower  nine  inches  of  the  ileum  ;  in  one,  three  feet  above 
the  ileo-csecal  valve.  In  two  of  the  three  the  coats  of  the 
intestine  were  destroyed  through  their  whole  thickness  at 
another  spot  from  that  at  which  the  perforation  which  proved 
fatal  took  place ;  but  the  contents  of  the  bowels  had  been 
prevented  escaping  through  the  aperture  first  formed,  by 
adhesions,  in  the  one  case,  to  the  fundus  of  the  uterus,  and  in 
the  other,  to  a  fold  of  the  intestine.  It  will  be  observed,  that 
in  one  of  the  three  cases  certainly  the  fatal  perforation  took 
place  after  the  termination  of  the  fever. 

This  fact,  as  I  have  before  stated,  is  of  the  highest  prac- 
tical importance.  It  is  not  to  be  supposed  that  a  case  con- 
tinues to  be  typhoid  fever  so  long  as  ulceration,  even  active 
ulceration,  of  the  agminated  glands  exists.  The  fever,  the 
true  fever,  runs  its  course,  but  having  excited,  during  that 
course,  ulceration  or  inflammation  of  any  organ  or  set  of 
organs,  that  ulceration,  or  that  inflammation,  continues  to 
its  termination  irrespective  of  the  duration  of  the  specific 
disease.  This  appears  to  me  to  be  the  key  to  much  of  the 
difficulty  surrounding  the  study  of  the  duration  of  continued 
fevers. 

Solitary  Glands. — These  bodies  were  visible  in  six  cases, 
enlarged  slightly  in  three,  ulcerated  in  six ;  no  note  of  their 
condition  was  made  in  eight  cases,  so  that  in  these  eight  they 
could  have  deviated  little,  if  at  all,  from  the  healthy  appear- 
ance, i.e.  could  have  been  scarcely,  or  not  at  all,  visible.  Four 
of  these  eight  cases  survived  the  fever.  They  were  generally 
more  diseased  in  the  vicinity  of  the  caecum  than  higher  up 
the  intestine. 

When  ulcerated,  the  breach  in  the  continuity  of  the 
mucous  membrane  over  them  appeared  to  take  place,  either 
by  the  formation  of  minute  sloughs  on  their  apices,  which, 
when  thrown  off,  left  small  ulcers,  or  by  softening  of  the 
mucous  membrane  covering  their  most  prominent  part. 
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Typhus  Fever. — Colour. — The  mucous  membrane  of  the 
jejunum  and  ileum  was  healthy  in  colour  in  34  of  the  39 
cases  of  which  notes  on  this  point  were  made ;  in  four,  how- 
ever, of  the  thirty-four  there  was  some  ramiform  injection  of 
the  larger  vessels  at  intervals,  apparently  due  to  position. 

In  two  cases  hemorrhagic  spots  existed  beneath  the 
mucous  membrane.  In  one  of  the  two,  these  spots,  about 
twenty  in  number,  were  scattered  over  the  upper  eighteen 
inches  of  the  jejunum ;  their  size  varied  from  a  small  pin's 
head  to  a  line  and  a  half  in  diameter ;  the  largest  were  of  a 
deep  purple  colour,  the  smaller  red.'  All  were  hard  to  the 
touch,  and  distinctly  elevated.  When  firmly  pressed,  their 
contents,  which  were  fluid,  spread  irregularly  beneath  the 
surrounding  mucous  membrane.  Apparently  entering  into 
several  of  these  spots,  small  vessels,  filled  with  fluid  blood, 
could  be  traced.  The  intervening  mucous  membrane  was  pale 
and  of  normal  consistence.  In  the  other  of  these  two  cases, 
the  mucous  membrane  of  the  ileum,  from  four  feet  above  the 
ileo-csecal  valve  to  nine  inches  from  the  same  spot,  was  finely 
injected.  Some  of  the  larger  veins  were  filled  with  dark 
blood,  and  in  their  vicinity  were  small  spots  of  ecchymosis. 
The  mucous  membrane  itself  was  rather  thin  and  soft.  In 
one  case  the  jejunum  was  finely  injected,  while  the  ileum  was 
pale;  in  another,  both  divisions  of  the  intestine  were  deep 
grey ;  and  in  another  case,  the  fine  injection  was  limited  to 
the  lower  part  of  the  ileum. 

Consistence. — In  twenty-nine  cases  the  mucous  membrane 
was  of  normal  consistence,  or  nearly  so ;  in  six,  it  was  generally 
slightly  softened ;  in  one  case  before  referred  to,  the  soften- 
ing was  confined  to  the  lower  part  of  the  ileum,  the  same 
part  being  finely  injected.  The  upper  part  of  the  jejunum 
was  rather  soft  in  a  case  in  Avhich  the  mucous  membrane  of 
the  ileum  was  normal  in  consistence.  In  one  case  only  was 
there  any  notable  thinning  of  the  mucous  membrane,  and 
in  that  case  it  was  conjoined  with  softening  and  redness. 

Peyers  Patches,  or  the  Agminated  Glands. — With  three 
exceptions,  these  organs  were  perfectly  healthy,  i.e.  neither 
elevated,  reddened,  softened,  nor  ulcerated.  In  fourteen  cases 
they  were  scarcely  visible  ;  in  sixteen  they  were  noted  to  be 
visible,  and  normal  in  appearance.  I  have  not  considered 


84  TYPHOID  AND  TYPHUS  FEVERS 

that  appearance,  likened  by  French  pathologists  to  the  newly 
shaven  beard,  as  a  deviation  from  health.  This  condition  was 
observed  in  four  of  the  above  cases.  In  the  other  ten  in- 
stances, the  whole  intestinal  canal  was  carefully  examined, 
and  recorded  as  perfectly  healthy,  but  no  note  was  made  as 
to  whether  the  patches  were  visible. 

The  following  are  the  particulars  of  the  appearances  pre- 
sented by  the  three  cases  in  which  the  patches  deviated  from 
their  normal  condition.  In  one  case,  the  patient,  a  child  set. 
ten  years,  died  on  the  forty-fourth  day  of  illness,  and  the 
thirty-first  of  her  residence  in  the  hospital.  There  was  found, 
after  death,  extensive  tubercular  deposit  in  both  lungs,  and 
a  large  gangrenous  abscess  in  the  left.  About  eighteen  niches 
from  the  commencement  of  the  jejunum  was  a  Peyer's  patch, 
beneath  the  mucous  membrane  of  which,  in  distinct  points, 
was  some  yellow  opaque  matter ;  the  tissue  of  the  gland 
between  these  points  was  healthy  in  all  particulars.  The 
next  three  or  four  patches  resembled  the  last  described. 
Then  followed  six  perfectly  healthy ;  then  one  resembling 
the  first ;  after  which  every  patch  was  normal  in  all  respects. 
The  mesenteric  glands  were  enlarged,  especially  about  the 
centre  of  the  mesentery.  On  section,  some  of  them  were 
found  studded  with  yellowish  white  masses,  about  the  size  of 
pins'  heads. 

This  was  evidently  a  case  of  tubercular  disease  of  the 
agminated  and  mesenteric  glands.  These  organs  bore  no 
resemblance  to  the  same  parts  taken  from  a  patient  who  had 
died  at  the  same  period,  after  recovering  from  typhoid  fever. 
The  situation  of  the  diseased  patches  and  mesenteric  glands, 
the  form  and  nature  of  the  foreign  matter  deposited  hi  them, 
and  finally,  the  fact  of  the  whitish  matter  of  the  plaques 
dures,  with  which  alone  it  could  by  any  possibility  have  been 
confounded,  never  having  been  seen  in  the  agminated  glands 
after  the  30th  day,  while  this  patient  died  on  the  44th  day  of 
the  illness, — all  unequivocally  prove  that  this  was  not  a  case 
of  typhoid  fever ;  while  the  general  appearance,  and  the  situa- 
tion of  the  deposit,  and  the  existence  of  tubercle  in  the  lung, 
as  undoubtedly  prove  that  it  was  an  example  of  abdominal 
tubercular  disease. 

In  the  second  case,  which  proved  fatal  during  the  fourth 
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week  of  the  disease,  the  lower  eighteen  inches  of  the  ileum 
were  intensely  congested — the  large  veins  distended  with  dark 
blood — the  mucous  membrane  of  a  dusky  vermilion  hue,  the 
bodies  of  Peyer's  patches  slightly  thickened,  and  of  a  deeper 
red  than  the  surrounding  membrane.  At  the  same  part  the 
mucous  membrane  was  somewhat  softened,  but  not  more  so 
on  the  patches  than  around  them.  Some  of  the  mesenteric 
glands  in  this  case  were  visible,  but  not  enlarged  ;  the  mucous 
membrane  of  the  caecum,  and  ascending  colon  near  to  the 
caecum,  was  highly  vascular  and  softened — the  under  surface 
of  the  ileo-caecal  valve  an  uniform  dusky  purple  red.  This 
case,  then,  was  one  of  dysentery,  in  which  the  inflammation 
extended  somewhat  higher  up  the  ileum  than  usual,  and 
involved  the  mucous  membrane  covering  the  elliptic  patches, 
in  common  with  that  around  them.  The  inflammatory 
action  probably  commenced  at  the  under  surface  of  the  ileo- 
caecal  valve  ;  at  any  rate,  that  spot  deviated  the  most  mark- 
edly from  a  healthy  appearance.  The  third  case  was  that  of 
a  woman  aged  thirty-nine  years,  who  died  on  the  19th  day  of 
the  disease.  The  mucous  membrane  of  the  jejunum  and  ileum 
was  tinged  with  bile ;  the  larger  vessels  were  considerably 
congested.  The  thirteenth  Peyer's  patch,  counting  from  the 
caecum,  was  finely  injected.  The  other  patches  were  healthy, 
with  the  exception  of  the  last  and  the  last  but  one,  on  either 
of  which  was  a  very  slightly  thickened  spot,  of  a  greyish 
colour,  about  two  lines  in  diameter,  with  a  minute  depression 
in  the  centre.  The  mesenteric  glands  were  visible,  but  not 
enlarged ;  the  mucous  membrane  over  the  patches  was  of 
normal  consistence  and  thickness,  the  deviation  from  health 
was  so  trifling,  that  a  friend  present,  well  acquainted  with  the 
normal  and  diseased  condition  of  these  organs,  considered 
them  healthy  ;  and  I  really  cannot  say,  the  thickening  being 
so  trifling,  and  the  discoloration  so  pale,  that  there  was  any 
actual  disease,  but  as  I  noted  these  appearances  at  the  time, 
and  there  was  a  question  whether  there  was  a  loss  of  mucous 
membrane  at  the  minute  depressed  points,  I  have  thought  it 
well  to  give  the  particulars. 

Thus,  it  may  be  said  that  recent  disease  of  Peyer's  patches 
was  absent  in  every  one  of  the  forty-three  cases  of  typhus 
fever. 
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Solitary  Glands. — There  was  no  deviation  from  the 
healthy  condition  of  these  organs  in  any  of  the  cases  of 
typhus  fever. 

LARGE  INTESTINES. 

Typhoid  Fever. — The  large  intestines  were  not  examined 
in  three  cases ;  four  proved  fatal  after  the  35th  day  of  the 
day  of  the  disease,  so  that  so  far  as  the  colour  and  consistence 
of  the  mucous  membrane  are  concerned,  sixteen  cases  only 
are  available  for  analysis. 

The  colour  and  consistence  of  the  mucous  membrane  in 
ten  of  the  sixteen  were  normal,  or  nearly  so.  In  two  of  the 
ten  there  were  ulcers  on  the  mucous  membrane  of  both 
caecum  and  colon. 

In  two  cases  the  mucous  membrane  of  the  large  intestines 
was  softened  throughout ;  in  one  of  the  two  it  was  pale 
throughout ;  in  the  other  the  ascending  colon  was  deeply 
injected,  the  remainder  of  the  gut  being  pale. 

In  one  of  the  sixteen  cases  the  mucous  membrane  of  the 
caecum  was  pale  grey,  and  normal  in  consistence  and  thick- 
ness ;  the  colon  in  the  same  subject  being  bright  red,  mottled 
with  patches  of  grey  :  in  another  the  lining  membrane  of  the 
caecum  was  slightly  softened  ;  the  ascending  colon,  here  and 
there,  dull  red  and  slightly  softened,  the  transverse  and 
descending  colon  being  normal  in  consistence  and  thickness ; 
the  caacum  was  pale  in  one  case  in  which  the  ascending  colon, 
just  above  the  caecum,  was  highly  vascular,  but  from  that 
part  to  its  termination,  pale.  Its  consistence  in  this  case  was 
normal.  In  the  three  last  cases  there  were  ulcers  in  either 
the  caecum  or  colon,  or  in  both.  In  one  case  there  was  un- 
equivocal evidence  of  inflammation  of  the  colon.  The  subject 
was  a  man  set.  twenty-eight,  who  died  on  the  27th  day  of  the 
disease ;  the  mucous  membrane  of  the  colon  immediately 
above  the  caecum — which  was  pale  and  healthy  in  consis- 
tence and  thickness — was  minutely  injected,  and  scattered 
over  the  same  part  were  patches  of  a  bright  red  colour.  The 
mucous  membrane  at  these  deeply  red  parts  looked  rough- 
ened, the  minute  elevation  being  of  a  deeper  hue  than  the 
floor  on  which  they  were  seated ;  on  the  deepest-coloured 
spots  were  shreds  of  lymph-like  matter,  of  a  yellowish  colour. 
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These  patches  of  shreds  had  a  transverse  direction — i.e.  ran 
round  the  intestine ;  and  the  shreds  were  capable  of  being 
removed  without  injury  to  the  subjacent  membrane.  The 
mucous  membrane  itself  was  neither  thickened  nor  softened, 
but  was  capable  of  being  removed  in  larger  and  longer  strips 
than  usual,  probably  from  softening  of  the  submucous  cellular 
tissue.  At  this  part  of  the  colon  the  solitary  glands  were  not 
visible,  but  further  on  they  were  found  without  difficulty. 
They  did  not  appear  diseased  in  any  way.  There  was  no 
ulceration  of  the  large  intestines  in  this  case. 

Ulceration. — Twenty  of  the  twenty-three  cases  may  be 
considered  with  reference  to  this  point — i.e.  all  those  in 
which  the  large  intestines  were  examined.  In  seven  of  the 
twenty,  ulcers  existed  in  the  caecum  or  colon,  or  in  both. 
Generally  round  and  small,  they  were  occasionally  oval,  and 
of  considerable  size ;  in  the  latter  case  their  long  axis  lay  in 
the  direction  of  the  circular  fibres  of  the  intestine.  Some- 
times their  floors  were  formed  of  submucous  cellular  tissue, 
at  others  of  muscular  fibres,  and  in  one  instance  by  peri- 
toneum only.  The  following  descriptions  will  show  that 
their  first  development  resembles,  in  all  particulars,  the 
origin  of  the  ulcers  observed  in  the  small  intestines  in  the 
cases  here  examined.  A  male,  set.  23,  died  on  the  25th  day 
of  the  disease ;  the  colon  was  bright  red,  mottled  with  grey ; 
scattered  over  its  whole  surface  were  numerous  round  spots 
about  a  line  in  diameter,  elevated,  some  of  them  considerably, 
above  the  level  of  the  surrounding  membrane.  Their  centres 
were  white  and  opaque,  their  bases  grey.  The  white  opaque 
central  spot  had,  in  some  instances,  separated  at  its  circum- 
ference from  the  surrounding  membrane,  still,  however, 
adhering  to  the  submucous  tissue ;  the  line  of  separation  was 
deep  red.  Again,  at  other  places,  this  line  had  widened  so  as 
to  form  a  complete  furrow,  the  opaque  white  mass  still 
adhering  more  or  less  firmly  to  the  submucous  cellular  tissue; 
while  in  a  third  set  of  cases  the  opaque  white  mass  had  dis- 
appeared, and  a  small  ulcer  had  been  formed.  The  elevation 
of  these  spots  was  caused  by  an  opaque  white  deposit  in  the 
submucous  tissue.  In  the  descending  colon  the  deposit 
causing  the  elevation  was  greater  in  amount,  and  the  round 
spots  were  larger  and  stood  higher  above  the  surrounding 
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level,  than  in  the  parts  of  the  colon  near  to  the  caecum.  In 
another  male,  set.  28,  who  died  on  the  31st  day  of  the  disease, 
there  were  about  twenty  ulcers  seated  on  the  four  inches  of 
colon  immediately  adjacent  to  the  caecum;  they  were  oval, 
and  varied  from  one-fourth  to  one-and-a-half  inch  in  length, 
the  largest  being  one-half  inch  broad;  their  long  diameter 
corresponded  to  the  transverse  fibres  of  the  intestine.  They 
were  situated  between  the  transverse  folds  of  the  gut.  Their 
edges  were  undermined,  grey  and  rounded ;  their  floors 
formed  of  transverse  muscular  fibres;  but  in  a  few  places 
there  was  little  more  than  peritoneum  to  prevent  the  escape 
of  the  faecal  matter.  There  was  no  appearance  of  solitary 
glands  in  this  case.  In  a  third  case,  which  proved  fatal  on 
the  46th  day,  the  caecum  and  ascending  colon  were  thickly 
studded  with  ulcers,  varying  in  diameter  from  one  to  four 
lines,  the  edges  of  which  were  scarcely  elevated,  their  floors 
being  formed  by  submucous  cellular  tissue,  or  transverse 
muscular  fibres.  In  addition  to  these  ulcers,  there  were 
interspersed  among  them  numerous  opaque  white,  smooth, 
shining  spots,  one  or  two  lines  in  diameter,  the  borders  of 
which  were  grey,  the  mucous  membrane  around  being  slate- 
coloured,  and  slightly  puckered  toward  them. 

It  admits  of  question  whether  the  ulceration  in  these 
cases  had  its  origin  in  the  solitary  glands ;  and  although,  in 
the  first  case,  the  general  appearance  of  the  elevations  stud- 
ding the  mucous  membrane  closely  resembled  enlarged 
solitary  glands,  yet  I  by  no  means  feel  confident  that  they 
were  such  in  reality.  The  analogies  of  the  plaques  molles 
and  plaques  dures  are  clearly  seen  in  the  above  cases,  and  the 
last  case  exhibits  what  was  seen  to  be  true  with  respect  to 
ulcers  in  the  small  intestines, — viz.,  that  while,  after  the  fever 
had  run  its  course,  some  of  the  ulcers  might  heal,  yet  that 
others  might  pass  into  the  state  of  simple  ulcers,  and  prolong 
the  illness  to  an  indefinite  period. 

Typhus  Fever. — The  large  intestines  were  examined  in 
thirty-seven  cases  before  the  termination  of  the  4th  week  of 
the  disease.  In  twenty-eight  of  the  thirty-seven  the  mucous 
membrane  lining  them  was  normal,  or  nearly  so,  in  colour 
and  consistence. 

In  one  case  the  caecum,  in  one   the   caecum  and  colon 
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generally,  and  in  one  the  csecum  and  ascending  colon,  were 
congested.  The  congestion,  though  marked,  was  confined  to 
the  larger  vessels,  and  was  ramiform  in  character.  In  one 
case  the  csecum  and  colon  were  pale,  but  slightly  softened ; 
and  in  one  the  softening  was  limited  to  the  transverse  arch. 

In  four  cases  only  were  unequivocal  traces  of  inflammation 
of  the  mucous  membrane  of  the  large  intestines  present.  A 
female,  aged  twenty-nine,  died  toward  the  end  of  the  third  or 
during  the  fourth  week  of  the  disease.  The  appearances 
found  after  death  in  the  intestine  have  already  been  described. 
In  another  of  the  four  cases,  the  patient,  a  woman,  aged 
forty-seven,  died  on  the  12th  day  of  the  disease.  In  the 
colon,  just  above  the  csecum,  were  four  large  patches  running 
transversely,  of  a  deep  red  colour ;  the  mucous  membrane  at 
this  part  was  thickened,  and  decidedly  softer  than  that 
around.  Although  it  was  in  this  case  rather  softer  throughout 
the  colon  than  usual,  still  it  was  not  more  so  generally  than 
might  be  considered  within  the  range  of  health.  With  the 
exception  of  the  patches,  just  described,  the  mucous  mem- 
brane of  the  large  intestine  was  pale.  The  third  case  also 
was  that  of  a  woman,  set.  forty-three,  who  died  on  the  16th 
day  of  the  disease.  Scattered  over  the  eighteen  inches  of 
colon  next  the  csecum,  there  were  about  twenty  patches, 
varying  from  one-quarter  to  half-an-inch  in  diameter,  irregular 
in  shape,  of  a  dull  yellow  colour,  considerably  elevated.  The 
mucous  membrane  which  immediately  surrounded  them  was 
of  a  bright  red  colour,  gradually  fading  as  it  receded  into  the 
natural  hue  of  the  intestinal  mucous  membrane.  The  yellow 
matter  itself  was  readily  rernoveable,  friable,  and  finely 
granular.  It  appeared  to  be  a  deposit  of  lymph  in  and  on 
the  mucous  membrane,  a  portion  of  the  latter  being  carried 
away  when  the  former  was  removed.  In  the  transverse  and 
descending  colon  were  a  few  linear  patches,  resembling  the 
yellow  spots  above  described.  Some  of  these  ran  transversely, 
others  longitudinally ;  the  latter  appeared  in  some  measure 
to  correspond  in  course  and  situation  to  the  longitudinal 
bands.  The  mucous  membrane  of  the  colon  generally  was 
rather  soft,  of  normal  thickness,  and  pale.  The  fourth  case, 
in  which  there  were  signs  of  inflammation  of  the  mucous 
membrane  of  the  colon,  was  that  of  a  male,  set.  thirty.  In 
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the  sigmoid  flexure  was  a  patch,  about  four  inches  in 
diameter,  of  vivid  redness ;  the  mucous  membrane  at  the 
same  part  was  decidedly  softened.  With  these  four  exceptions, 
there  was  no  trace  of  inflammation  of  the  mucous  membrane 
of  the  large  intestines. 

The  frequency  of  dysentery  as  a  complication  of  typhus 
fever,  when  patients  are  placed  in  unfavourable  circumstances, 
ought  to  make  us  particularly  careful  in  admitting  such 
evidence  (excepting  M.  Landouzy's J)  as  Gaultier  de  Claubrey 
has  adduced  in  support  of  the  opinion,  that  the  typhus  fever 
of  camps  and  jails  of  old  writers,  and  typhoid  fever,  are 
identical.  For  we  see,  even  by  the  examples  here  brought 
forward,  that  lesions  of  a  very  serious  nature  may  affect  the 
intestinal  mucous  membrane  in  typhus  fever ;  but,  at  the 
same  time,  we  see  also  that  these  lesions  are  of  a  very 
different  character  from  those  occurring  in  typhoid  fever. 
Therefore,  to  show  that  petechise,  diarrhrea,  and  delirium, 

1  I  may  here  briefly  observe,  that  M.  Landouzy  appears  to  have  had,  in 
the  prison  at  Rheitns,  cases  both  of  typhus  and  of  typhoid  fevers.  The 
presence  of  petechise  by  no  means  proves  that  a  case  is  not  typhoid  fever. 
Petechiaa  may  occur  in  scarlet  fever,  small-pox,  and  in  many  other  diseases 
(as  all  who  have  witnessed  much  of  these  affections  will  readily  allow),  when 
the  patients  are  placed  in  unfavourable  circumstances,  and  occasionally  even 
under  other  conditions.  There  is  no  proof  that  the  mulberry  or  true  typhus 
rash  was  present  in  M.  Landouzy's  cases,  or  that  true  rose  spots  ever  passed 
into  petechiae ;  nay,  it  is  even  within  the  range  of  probability  that  some  of 
the  so-called  petechias  were  really  flea-bites.  Similar  circumstances  favour 
the  spread  of  typhus  and  typhoid  fevers.  The  poison  of  both  appears  subject 
to  the  same  laws  of  development ;  therefore,  where  one  exists  there  the  other 
is  likely  to  exist.  The  apparent  discrepancies  in  the  observations  of  the 
older  writers  on  camp  and  jail  fevers  may  probably  be  explained  thus  : — 
Their  descriptions  of  the  disease  varied,  because  they  had  at  least  two 
diseases  to  describe,  each  capable  of  assuming  a  mild  or  a  severe  form.  Now, 
the  varied  proportions  in  which  these  two  diseases  prevailed  at  different 
times,  the  presence  of  one  disease  only  in  the  camp  or  jail,  and  variations  in 
the  severity  of  type,  must  have  necessarily  caused  confusion  in  the  accounts 
of  camp  and  jail  fever.  The  same  confusion,  from  the  same  cause,  exists  in 
the  descriptions  of  typhus  fever  by  the  writers  of  our  own  age,  who  have  not 
drawn  the  distinction,  which  nature  has,  between  typhus  and  typhoid  fevers. 
The  attempt  to  settle  the  question  of  the  identity  or  non-identity  of  these 
diseases  by  a  reference  to  old  writers,  appears  as  absurd  as  it  would  be  for 
astronomers  of  the  present  day,  with  eyes  in  their  heads,  telescopes  in  their 
hands,  and  the  heavens  above  them,  to  found  their  opinions  respecting  the 
movements  of  certain  celestial  bodies  on  the  dicta  of  Ptolemy,  or  the  obser- 
vations of  Copernicus. 
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were  present  during  life  in  a  number  of  cases,  and  that  some 
lesion  of  the  intestine  was  found  after  death  in  the  same 
cases,  is  by  no  means  to  prove  that  these  persons  died  of 
typhoid  fever.  The  cases  here  analysed,  like  those  recorded 
by  previous  writers,  prove  that  neither  typhoid  nor  typhus 
fever  is  gastro-enteritis. 

MESENTERIC  GLANDS. 

Typhoid  Fever. — These  organs  were  more  or  less  exten- 
sively and  unequivocally  diseased  in  all  of  the  twenty-three 
cases  I  am  considering.  In  every  case  they  were  larger  than 
natural,  and  their  volume  increased  as  they  approached 
nearer  to  the  ileo-csecal  valve. 

Their  size  varied  from  a  pea  to  a  pigeon's  egg ;  their 
colour  from  pale  rose  to  dark  grey ;  their  consistence  from 
firm  to  soft  and  flabby,  and  soft  and  friable.  The  deep  grey 
of  these  organs,  with  one  exception,  was  limited  to  those 
cases  which  proved  fatal  after  the  30th  day.  The  four 
cases,  also,  in  which  they  were  recorded  to  be  flabby,  all 
proved  fatal  after  the  same  date  of  the  disease. 

In  three  cases  one  or  more  glands  were  in  a  state  of  sup- 
puration.1 In  two  of  the  three  the  purulent-looking  fluid, 
collected  in  a  mass,  was  separated  from  the  abdominal  cavity 
only  by  a  thin  layer  of  peritoneum.  In  the  third  the  purulent 
fluid  occupied  distinct  points  in  the  glands.  Two  of  these 
three  cases  proved  fatal,  respectively  on  the  20th  and  30th 
day,  the  third  at  least  five  weeks  after  the  commencement  of 
the  disease. 

In  a  fourth  case,  in  which  probably  the  suppurative  pro- 
cess took  place,  the  patient  recovered,  so  far  as  the  fever  was 
concerned,  and  the  glands  were  reduced  at  the  time  of  death 
to  a  state  in  which  they  could  no  longer  have  exercised  any 
injurious  effect.  This  patient  died  of  erysipelas,  on  the  86th 
day  of  illness.2 

In  four  cases  there  was  a  deposit  of  opaque  pale  yellowish 

1  Though  resembling  in  external  characters  true  pus,  this  fluid  differs 
considerably  from  that  when  seen  by  the  aid  of  the  microscope. 

2  For  particulars  of  this  very  interesting  case,  I  must  refer  the  reader  to 
the  essay  in  a  subsequent  part  of  this  volume  (Case  33,  p.  303). 
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friable  matter  in  the  substance  of  the  naesenteric  glands. 
This  appeared  to  be  exactly  the  same  material  as  that  seated 
in  the  submucous  cellular  tissue,  corresponding  to  Peyer's 
patches ;  and  microscopic  examination  demonstrated  the 
identity  of  the  minute  structure  of  the  two  deposits.  Three 
of  the  four  cases  in  which  this  deposit  was  found  proved 
fatal  respectively  on  the  12th,  25th,  and  46th  days;  the 
fourth  at  least  five  weeks  after  the  commencement  of  illness, 
and  three  weeks  after  the  admission  of  the  patient  into  the 
hospital. 

That  the  before  referred  to  pseudo-suppuration  sometimes 
occurs  around  this  deposit,  the  annexed  description  of  the 
appearances  found  after  death  hi  the  mesentery  of  a  man, 
aged  thirty-three,  who  died  on  the  20th  day  of  the  disease, 
will,  it  appears  to  me,  afford  sufficient  proof.  The  inesen- 
teric  glands  were  considerably  enlarged.  They  varied  in  size 
from  a  pea  to  a  walnut ;  just  behind  the  ceecum  was  a  mass, 
the  size  of  a  large  pigeon's  egg.  Externally  they  were  of  a 
deep  slate  grey.  On  dissection,  a  considerable  quantity  of 
reddish  purulent-looking  fluid  escaped  from  them.  In  the 
centre,  and  quite  detached  and  loose,  and  bathed  on  all  sides 
by  this  purulent-looking  fluid,  was  a  solid  mass,  in  one  of  the 
largest  glands  about  the  size  of  a  small  walnut,  of  a  delicate 
pink  colour,  finely  granular  externally  and  on  section  firm 
and  friable.  In  some  of  the  glands  the  disorganising  process 
appeared  to  have  proceeded  further,  the  central  solid  pink 
mass  being  replaced  by  a  semi-purulent  clot.  Microscopic 
examination  demonstrated  this  mass  to  be  made  up  chiefly  of 
typhous  matter,  as  it  has  been  called. 

The  mesocolic  glands  were  noted  to  be  enlarged  in  five 
cases ;  in  one  the  enlargement  was  limited  to  the  vicinity  of 
the  colon  adjacent  to  the  ca3cum,  and  these  glands,  which 
were  dark-red  and  softened,  contained  some  purulent-looking 
fluid. 

In  the  case  in  which  there  was  extensive  ulceration  at 
the  lower  part  of  the  oesophagus,  there  was  considerable 
enlargement  of  the  corresponding  cesophageal  lymphatic 
glands. 

In  two  cases  the  lumbar  glands  were  enlarged. 

Typhus  Fever. — In  one  case,  that  of  a  child,  set.  10,  in 
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whose  lungs  and  agminated  glands  numerous  tubercles  were 
found,  the  mesenteric  glands  varied  in  size  from  a  pea  to  a 
small  bean,  the  largest  corresponded  to  the  middle  of  the 
small  intestine.  These  glands  contained  some  tubercular 
matter.1  In  the  same  case  the  mesocolic  glands  were  dark 
grey  and  firm,  and  some  of  them  were  as  large  as  peas.  In 
another  case,  that  of  a  child  in  whose  lungs  was  found 
some  tubercular  deposit,  the  mesenteric  glands  were  large 
and  pale. 

With  these  two  exceptions,  no  deviation  from  a  healthy 
structure  was  observed  in  the  mesenteric  or  other  lymphatic 
glands,  in  either  of  the  forty- three  subjects  dead  from  typhus 
fever.  So  that  patients  labouring  under  typhus  fever  are 
exempt  fr.om  acute  disease  of  the  lymphatic  glands,  at  least 
to  any  appreciable  extent.  How  much  they  differ  in  this 
respect  from  those  affected  with  typhoid  fever  I  need  not 
here  point  out. 

PERITONEUM. 

Typhoid  Fever. — In  five  of  the  twenty-three  cases  there 
were  signs  of  peritonitis,  i.e.  increased  vascularity,  with  effu- 
sion of  turbid  serosity  and  lymph,  or  recent  adhesions.  In 
four  of  the  five  cases  the  inflammation  had  extended  over 
nearly  the  entire  surface  of  the  peritoneum.  In  three  cases 
perforation  of  the  coats  of  the  gut  appeared  to  have  been  the 
cause  of  the  inflammation.  In  a  fourth  case  the  co-existence 
of  perforation  was  a  matter  of  doubt,  as  I  was  not  permitted 
to  complete  the  examination.  In  the  fifth  case  the  peri- 
tonitis depended  for  its  origin  on  perforation  of  the  peritoneum 
covering  a  gland  in  the  process  of  recovery  from  a  state  of 
suppuration.2 

Typhus  Fever. — In  no  case  was  there  any  trace  of  recent 
peritonitis. 

SPLEEN. 

Typhoid  Fever. —  Weight. — Excluding  the  cases  of  the 
subjects  under  fifteen  years  of  age,  those  which  survived  the 

1  See  page  84. 

-  This  case  is  given  in  detail  in  the  subsequent  paper  on  illustrative 
cases. 
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35th  day  of  disease,  and  those  the  spleens  of  which  were  not 
weighed,  there  remain  only  eleven  cases  for  analysis.  The 
average  weight  of  the  spleens  in  these  eleven  cases  was 
10  oz.  3  drms.  avoirdupois ;  neither  of  them  weighed  less 
than  6  oz.,  two  exactly  6  oz.  each,  and  one  as  much  as  14  oz. ; 
the  patients  from  whom  the  two  former  were  obtained  died 
respectively  on  the  21st  and  31st  day  of  the  disease ;  the 
last  on  the  27th. 

The  size  of  the  organ  was  nearly  in  proportion  to  its 
weight ;  its  vertical  measurement  varied  from  four  and  a  half 
to  seven  inches. 

Consistence.1 — The  condition  of  the  spleen  with  reference 
to  its  consistence  was  recorded  in  fourteen  cases  that  proved 
fatal  before  the  35th  day.  In  four  of  these  fourteen  cases  it 
was  decidedly  softened,  in  one  of  the  four  pulpy ;  these  four 
cases  terminated  respectively  on  the  23rd,  25th,  27th,  and  28th 
day  of  disease.  In  the  remaining  ten  cases  the  spleen  was  of 
normal  consistence ;  these  ten  cases  terminated  respectively 
from  the  12th  to  the  34th  day  inclusive. 

It  is  worthy  of  remark  that  seven  of  the  fourteen  cases 
terminated  fatally  between  the  20th  and  31st  days ;  and  that 
it  was  in  this  group  that  the  four  cases  of  softening  of  the 
spleen  were  found.  Now  this  is  the  period  of  the  disease 
hi  which  M.  Louis  found  the  organ  the  most  frequently 
softened. 

Relation  between  Enlargement  and  Softening  of  the 
Spleen, — The  four  spleens  which  were  decidedly  softened 
weighed  respectively  11  oz.,  13  oz.,  13  oz.  4  drms.,  14  oz. 

Two  of  those  which  were  as  firm  as  in  health  weighed  11  oz., 
and  12  oz.  4  drms. ;  the  patients  from  whom  these  two  were 
removed,  died  on  the  12th  and  20th  days  of  disease.  The 
others  weighed  less  than  10  oz. ;  two  of  them  only  6  oz.,  these 
two  died  respectively  on  the  21st  and  31st  day  of  disease. 

Typhus  Fever: — The  spleen  was  weighed  in  thirty-four  of 

1  In  examining  the  consistence  of  an  organ,  there  is  no  certain  standard 
of  comparison  ;  so  that  what  one  observer  terms  normal  in  consistence, 
another  may  call  softer  than  natural.  It  is  evident  that  the  term  of  expres- 
sion will  vary  according  to  each  man's  own  idea  of  what  the  normal  con- 
sistence of  any  given  organ  is.  I  have  endeavoured  to  restrict  my  application 
of  the  term  softening  to  those  cases  regarding  which  there  could  be  no 
difference  of  opinion. 
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the  forty- three  subjects  aged  more  than  fifteen  years,  who 
died  before  the  termination  of  the  fourth  week  of  disease. 

Its  average  weight  was  7  oz.  5  drms. 

In  nine,  or  rather  more  than  one-fourth,  of  these  34  cases, 
it  weighed  less  than  6  oz.  In  one  case,  only  2  oz.  6  drms. 

In  seven,  or  rather  more  than  one-fifth  of  the  cases,  its 
weight  was  greater  than  the  average  weight  of  the  same 
organ  in  the  case  of  typhoid  fever.  In  two  cases  it  weighed 
as  much  as  14  oz. 

Its  size  was  usually  in  proportion  to  its  weight.  Its 
vertical  measurement  varied  from  four  to  seven  inches. 

Attempt  to  determine  the  co-existence  of  conditions  which 
favoured  enlargement  of  the  spleen. — Sex. — Of  the  above 
thirty-four  cases,  seventeen  were  males,  and  seventeen  were 
females. 

The  average  weight  of  the  spleen  in  the  seventeen  males 
was  7  oz.  2  drms.  Four  of  the  seventeen  spleens  removed 
from  the  male  subjects  weighed  less  than  6  oz.,  two  more 
than  the  average  weight  of  the  typhoid  spleens,  one  as  much 
as  14  oz.,  one  as  little  as  2  oz.  6  drms. 

If  the  male  cases  which  proved  fatal  before  the  21st  day 
only  be  taken,  the  average  weight  of  the  spleen  in  them  was 

8  oz.  2  drms.,  one  only  weighing  less  than  6  oz.,  and  two  more 
than  the  average  of  the  typhoid  spleens. 

The  average  age  of  these  seventeen  males  was  forty-six 
years  eight  months :  the  eldest  was  sixty-five,  the  youngest 
twenty-nine  ;  eight  of  them  were  under  fifty  years  of  age. 

The  average  weight  of  the  spleen  in  the  seventeen  females 
was  8  oz.  4  drms.,  five  of  these  seventeen  spleens  weighed 
less  than  6  oz.,  and  five  more  than  the  average  weight  of  the 
typhoid  spleens.  The  heaviest  weighed  14  oz.  4  drms.,  the 
lightest  3  oz.  4  drms. 

If  the  cases  (female)  which  proved  fatal  before  the  21st 
day  only  be  taken  into  the  calculation,  then  the  average 
weight  of  the  organ  was  7  oz.  2  drms.,  five  of  the  spleens 
weighing  less  than  6  oz.,  and  three  more  than  the  average 
weight  of  the  typhoid  spleens. 

The  average  age  of  these  seventeen  females  was  43  years 

9  months — the  age  of  the  eldest  was  70,  of  the  youngest  22 
years — ten  of  the  seventeen  being  under  fifty  years  of  age. 
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Thus  it  is  evident  that  sex  exerted  no  influence  over  the 
size  and  weight  of  the  spleen  in  these  thirty-four  cases. 

Age. — The  spleens  of  thirteen  subjects  between  the  ages 
of  16  and  40  inclusive  were  examined  before  the  termination 
of  the  4th  week  from  the  commencement  of  the  typhus 
fever.  The  average  weight  of  the  organ  in  these  thirteen 
cases  was  9  oz.  1  drm. — two  of  them  weighing  less  than 
6  oz. ;  six,  or  nearly  one-half,  more  than  10  oz.  3  drms.,  i.e. 
the  average  weight  of  the  spleen  in  those  dead  from  typhoid 
fever. 

The  spleen  was  weighed  in  nineteen  cases,  the  ages  of 
which  varied  from  41  to  70  years  inclusive.  In  these  nine- 
teen the  average  weight  of  the  organ  was  only  6  oz.  6  drins. ; 
six,  or  nearly  one-third,  weighed  less  than  6  oz. ;  one  only 
weighed  more  than  the  average  of  the  typhoid  spleens. 

Thus  the  age  of  the  patients  appears  to  have  exerted  an 
appreciable  influence  over  the  size  attained  by  the  spleen  in 
the  cases  of  typhus  fever. 

If,  instead  of  taking  the  average  of  the  spleen  in  these 
thirty-four  cases,  the  weight  of  the  organ  in  the  subjects, 
whose  ages  corresponded  with  the  ages  of  the  cases  of 
typhoid  fever  here  analysed,  i.e.  were  under  40  years,  be 
considered,  and  these  cases  be  still  further  limited  to  those 
which  proved  fatal  before  the  termination  of  the  21st  day  of 
disease,  then  there  will  be  nine  cases  for  examination,  and 
the  weights  of  the  spleens  in  these  nine  will  nearly  cor- 
respond with  the  weights  of  the  same  organ  in  the  cases  of 
typhoid  fever, — thus  the  average  weight  of  the  organ  in  these 
nine  cases  was  10  oz.  4  drms.,  none  weighing  less  than  6  oz., 
and  six  over  the  average  of  the  weight  of  the  same  organ  in 
the  cases  of  typhoid  fever. 

But  if  the  cases  of  the  patients  between  40  and  50  years 
of  age,  who  died  by  the  21st  day  of  the  disease,  only  be  con- 
sidered— there  were  eight  of  them — the  average  weight  of  the 
spleen  in  these  eight  cases  was  6  oz.  4  drms.,  and  while  four 
of  the  spleens  weighed  less  than  6  oz.,  only  one  exceeded  in 
weight  the  typhoid  spleens. 

The  spleens  of  eight  patients,  whose  ages  exceeded  50 
years,  and  who  died  before  the  21st  day  of  disease,  were 
weighed.  The  average  weight  of  the  organ  in  these  eight 
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cases  was  7  oz.  1  drm.,  one  only  weighing  less  than  6  oz.,  and 
none  more  than  9  oz. 

Consistence. — The  consistence  of  the  spleen  was  notably 
diminished  in  thirteen  cases.  In  these  cases  its  consistence 
Avas  characterised  by  the  terms — pulpy,  very  soft,  soft,  rather 
soft. 

In  eighteen  cases  it  retained  its  normal  consistence.  In 
these  cases  it  was  stated  in  my  notes  to  be  firm,  healthy  in 
consistence,  or  moderately,  or  tolerably  firm,  or  not  decidedly 
softened. 

In  the  remaining  twelve  cases  there  was  either  old  disease 
of  the  organ  present,  or  the  patients  survived  beyond  the 
fourth  week  of  the  disease,  or  the  consistence  of  the  organ 
was  not  noted. 

Influence  of  sex — season — local  complications — cadaveric 
change — condition  of  the  blood — age — and  duration  of  the 
disease  in  determining  the  presence  or  absence  of  softening 
of  the  spleen. 

Sex. — Nine  of  the  eighteen  subjects  in  which  the  spleen 
was  of  good  consistence  were  males ;  nine  females. 

Six  of  the  thirteen  in  which  it  was  softened  were  males  ; 
seven  females. 

The  proportion  of  males  to  females,  in  both  instances,  was, 
therefore,  as  nearly  equal  as  was  possible,  so  that  sex  exerted 
no  influence  in  producing  softening  of  the  spleen. 

Season. — Seven  of  the  eighteen  subjects,  the  spleens  of 
which  were  of  normal  consistence,  were  examined  during  the 
six  winter  months,  eleven  during  the  six  summer  months. 

Six  of  the  thirteen  subjects,  in  which  the  same  organ  was 
softened,  were  opened  during  the  six  winter  months,  seven 
during  the  six  summer  months.  The  latter,  therefore,  are 
in  as  nearly  equal  proportion  as  is  possible,  seeing  the  total 
is  an  odd  number.  Thus  season,  like  sex,  had  no  part  in 
causing  the  change  in  the  consistence  of  the  spleen. 

Local  Complications  of  an  Inflammatory  Nature. — These 
appeared  to  exert  little  influence  on  the  consistence  or  size  of 
the  spleen.  Five  of  the  eighteen  cases  in  which  that  organ 
was  firm,  were  uncomplicated,  and  four  of  the  thirteen  in 
which  it  was  softened. 
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Was  the  Softening  the  effect  of  a  Cadaveric  Change? — 
Three  of  the  cases  in  which  the  spleen  was  very  soft,  or  soft, 
were  examined  respectively  8,  9,  and  11  hours  after  death, 
and  only  three  of  the  thirteen  cases  more  than  30  hours  after 
death,  while  eight  of  seventeen  cases,  in  which  the  spleen  was 
of  normal,  or  nearly  normal  consistence,  were  examined  more 
than  30  hours  after  death. 

It  appears  highly  probable  that  this  change,  then,  was 
pathological  and  not  cadaveric;  for  although  the  subjects, 
the  spleens  of  which  were  so  decidedly  softened  8,  9,  and  11 
hours  after  the  fatal  termination,  were  examined  in  the 
months  of  July  and  September,  yet  the  temperature  was 
noted  to  be  cool  at  the  tune  the  two  former  lay  dead. 

Relation  between  Softening  of  the  Spleen  and  the  Condi- 
tion of  the  Blood. — Of  six  cases  in  which  the  blood  was  fluid, 
or  in  which  there  was  merely  a  little  soft  black  clot  in  the 
right  side  of  the  heart,  two  had  the  spleen  soft,  and  four  firm, 
and  as  there  were  eighteen  of  the  latter  to  thirteen  of  the 
former,  this  condition  of  the  blood  could  have  exerted  but 
little  influence  in  producing  the  variations  in  the  consistence 
of  the  spleen. 

Age. — Of  the  thirteen  subjects  in  which  the  spleen  was 
noted  to  be  of  normal  consistence  or  firm,  there  were — 

Aged  30  years  and  under,       5  i.e.  &,  or  in  the  proportion  of  38 '46  per  cent. 
...     between  31  &  40  incl.,  3  ...   ,%,         ...  ...  23 '07  per  cent. 

41&50     ...     4..    ^,         ...  ...  30-77  per  cent. 

51&62     ...     1  ...   T1.,,         ...  ...  7-68  per  cent. 

If  to  these  be  added  the  five  subjects  in  which  the  organ  was 
noted  to  be  of  tolerably  firm,  etc.,  hi  consistence,  there  will  be — 

Aged  30  years  and  under,       6  i.e.  &,  or  in  the  proportion  of  33 '33  per  cent. 
...     between  31  &  40  incl. ,  4  ...   ^,         ...    -  ...  22-22  per  cent. 

41&50     ...     5...   •&,         ...  ...  27-77  per  cent. 

50&65     ...     3...   A,         •»  ••  16-66  per  cent. 

Of  the  thirteen  subjects,  the  spleens  of  which  were 
decidedly  softened,  there  were — 

Aged  30  years  and  under,       1  i.e.  ^,  or  in  the  proportion  of    7 '68  per  cent. 
...     between  31  &  40  incl.,  2  ...   A,         ...  ...  15 '38  per  cent. 

41&50     ...     4...   -&,         ...  ...  30-77  per  cent. 

51&62     ...     6...    T%,         ...  ...  46-15  per  cent. 

So  that,  of  the  spleens  undoubtedly  softened,  rather  more 
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than  three-fourths  belonged  to  subjects  more  than  forty  years 
of  age,  and  nearly  one-half  to  subjects  more  than  fifty  years 
of  age ;  while  of  the  spleens,  the  consistence  of  which  was  as 
firm  as  in  health,  decidedly  less  than  half  were  removed  from 
subjects  more  than  forty  years  of  age,  and  one  only  from  a 
subject  more  than  fifty  years  of  age;  and  if  to  the  latter 
group  be  added  the  five  in  which  the  consistence  was  so 
slightly  diminished  as  not  to  be  considered  abnormally  so, 
still  less  than  half  were  removed  from  subjects  the  ages  of 
which  exceeded  forty,  and  three  only  from  subjects  more 
than  fifty,  years  of  age. 

Duration  of  the  Disease. — Fifteen  spleens  of  normal  or 
nearly  normal  consistence,  were  removed  from  subjects,  the 
duration  of  the  disease  in  which  was  known.  Of  these  fifteen 
spleens  there  were, — 

Belonging  to  subjects  who  had  been  ill  a  period  not  exceeding  14  days,    5 

between  14  and  29  days,  10 

Of  ten  spleens  noted  to  be  decidedly  softer  than  natural,  there 
were, — 

Belonging  to  subjects  who  had  been  ill  a  period  not  exceeding  14  days,  7 

between  14  and  17  days,  3 

and  not  one  of  the  four  subjects  in  which  this  organ  was 
noted  to  be  very  soft,  had  survived  the  14th  day  of  the  disease. 
Relation  between  the  weight  and  consistence  of  the  Spleen. 
— Twelve  of  the  softened  spleens  were  weighed,  of  these — 

3  or  one-fourth  weighed  less  than  6  oz. 
11  less  than  ...  ...         9  oz. 

1  weighed  ...         ...  ...         11  oz.  4  drms. 

Sixteen  of  the  spleens  of  normal  consistence  were  weighed, 
of  these — 

3  or  rather  less  than  one-fifth  weighed  less  than  6  oz. 
8  or  one-half  more  than  ...  ...  9  oz. 

2  as  much  as  ...  ...  ...  14  oz. 

So  that  the  smaller  spleens  appear  to  have  been  the  softer. 
From  this  rather  lengthened  analysis  it  is  evident — 

1.  That   the    spleen  was    considerably  enlarged    in   the 
cases  of  Typhoid  and  Typhus  fevers  here  analysed. 

2.  That  it  is  generally  larger  in  the  subjects  dead  from 
Typhoid  than  those  dead  from  Typhus  fever. 

3.  That  if  the  cases  of  Typhus  fever  be  limited  to  those,  the 
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ages  of  which  do  not  exceed  forty  years,  then  the  relative  differ- 
ence in  the  weight  of  the  spleen  in  the  cases  of  Typhoid  and 
Typhus  fevers,  which  prove  fatal  respectively  before  the  35th, 
and  the  28th  day  of  the  disease  is  considerably  diminished. 

4.  That  the  average  weight  of  the  organ  is  exactly  equal 
in  subjects  dead  from  Typhoid  and  Typhus  fevers,  if  the 
cases  of  the  latter  disease  only  be  considered,  which  prove 
fatal  before  the  21st  day  of  the  disease,  and  which  do  not 
exceed  forty  years  of  age,  i.e.  the  age  after  which  no  case  of 
Typhoid  fever  (here  analysed)  proved  fatal. 

5.  That  after  the  age  of  forty,  the  spleen  is  much  less 
enlarged  in  Typhus  fever  than  it  is  before  that  age.     How 
far  this  holds  true  with  regard  to  Typhoid  fever,  the  cases 
here  considered  afford  no  means  of  determining. 

6.  That  softening  of  the  spleen  in  cases  of  Typhus  fever 
is  much  more  frequent  after  the  age  of  fifty,  than  before  that 
period  of  life. 

7.  That  softening   of  the   spleen  both   in  Typhoid  and 
Typhus  fevers,  is  much  more  frequent  in  those  cases  that 
terminate  unfavourably  at  an  early  period  of  either  disease, 
than  in  those  which  prove  fatal  at  a  later  period. 

8.  That  in  no  case  of  Typhoid  fever  (here  analysed)  was 
the  spleen  found  softened  after  the  28th  day  of  the  disease. 

9.  That  softening  of  the  spleen  is  much  more  frequent  hi 
cases  of  Typhus  fever  before  than  after  the  14th  day  of  disease. 

We  may  therefore  conclude  that  the  age  of  the  patient, 
and  the  duration  of  the  disease,  are  the  two  circumstances 
which  exert  the  greatest  influence  in  determining  the  presence 
of  softening  and  of  enlargement  of  the  spleen  in  Typhus  and 
Typhoid  fevers. 

LIVER. 

Typhoid  Fever. — Excluding  eight  cases,  in  which  the  liver 
was  not  examined,  or  which  proved  fatal  after  the  35th  day 
of  the  disease,  there  remain  fifteen  for  analysis. 

Seven  of  the  fifteen  bodies  were  opened  during  the  first  24 
hours ;  eight  between  24  and  58  hours  after  death :  six  during 
the  winter,  nine  during  the  summer  months. 

In  eleven  of  the  fifteen  the  consistence  of  the  liver  was 
normal ;  six  of  these  eleven  cases  were  examined  during  the 
first  24  hours  after  death,  the  remaining  five  between  24  and 


CONDITION  OF  LIVER  101 

44|  hours ;  five  of  the  eleven  were  examined  during  winter 
months,  six  during  the  summer. 

In  four  of  the  fifteen — i.e.  about  one-fourth — the  liver 
was  flabby;  these  four  were  examined  respectively  11,  26, 
32,  and  58  hours  after  death,  in  the  months  of  September, 
August,  September,  and  January.  The  four  cases  proved  fatal 
respectively  on  the  31st,  ?th,  28th,  and  30th  days  of  disease. 

In  one  of  the  four  cases  only  was  the  organ  noted  to  be 
of  a  doughy  consistence,  i.e.  it  received  and  retained  the 
impression  of  the  fingers  with  facility.  This  was  the  third  of 
the  four  cases  above-mentioned. 

The  colour  was  noted  to  be  normal  in  thirteen  cases; 
darker  than  usual  in  two  cases — i.e.  about  one-seventh. 

Typhus  Fever. — Seven  of  the  forty-three  cases  are  ineligible 
for  analysis. 

Seventeen  of  the  remaining  thirty-six  cases  were  opened 
during  the  first  24  hours  after  death ;  nineteen  between  24 
and  52  hours :  sixteen  were  opened  in  the  winter,  twenty- 
five  in  the  summer,  months. 

In  fourteen  of  the  thirty-six  cases  the  liver  retained  its 
normal  consistence ;  eight  of  these  fourteen  were  examined 
within  24  hours,  and  five  between  24  and  36  hours,  after  death : 
five  during  the  winter,  and  nine  during  the  summer,  months. 

In  twenty-two,  or  three-fifths  of  the  cases  examined,  the 
liver  was  flabby.  Nine  of  the  twenty-two  were  examined 
during  the  first  24  hours  after  death,  thirteen  between  24 
and  52  hours  after  death :  seven  were  examined  during  the 
winter,  fifteen  during  the  summer,  months. 

In  seven  of  these  twenty-two  cases,  i.e.  in  one-fifth  of  the 
whole  number  of  cases  examined — the  liver  was  of  doughy  or 
putty-like  consistence.  Six  of  the  seven  were  examined 
between  22  and  36  hours  after  death:  three  during  the 
winter  months,  four  during  the  summer.  Five  of  these  seven 
died  on  or  before  the  14th  day  of  disease ;  two  at  an  uncertain 
period  of  the  disease,  but  on  the  3rd  and  6th  days  of  their 
residence  in  the  hospital,  and  therefore  probably  at  an  early 
period  of  the  disease.  While  of  twelve  cases,  the  duration  of 
which  was  known,  and  in  which  the  liver  was  firm,  or  of 
normal  consistence,  eight — i.e.  two-thirds — survived  the  14th 
day  of  the  disease. 
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The  colour  of  the  liver  was  normal  in  twenty-nine  of  the 
thirty-six  cases ;  deeper  than  natural  in  seven — i.e.  one-fifth. 

The  question  examined  above,  it  will  be  observed,  is  not 
that  of  the  absolute  cause  of  the  softening  of  the  liver  in  typhoid 
and  typhus  fevers,  but  that  of  the  existence  of  external 
conditions,  capable  of  accounting  for  the  actual  difference 
observed  in  the  condition  of  the  organ  in  the  two  diseases. 

It  will  be  seen,  then,  that  about  half  the  cases  of  either 
disease  were  examined  during  the  first  24  hours  after  death, 
and,  as  near  as  possible,  two-thirds  of  either  disease  during 
the  summer  months.  The  difference  in  the  proportions  of 
the  cases  in  which  marked  alteration  in  the  consistence  of 
the  organ  occurred  cannot,  then,  be  attributed  to  any  differ- 
ence in  the  periods  at  which  the  cases  of  the  two  diseases 
were  examined  after  death,  nor  to  any  difference  in  the 
temperature.  Like  the  same  change  in  other  organs,  as  the 
kidneys  and  pancreas,  it  was  probably  the  effect  of  the 
difference  in  the  alterations  in  the  solids  induced  by  either 
disease,  which  difference  was  only  manifested  by  the  rapidity, 
etc.,  of  the  cadaveric  changes. 


GALL  BLADDER. 

Typhoid  Fever. — Notes  were  taken  of  the  gall-bladder 
and  its  contents  in  fourteen  cases,  which  proved  fatal  before 
the  35th  day  of  disease. 

In  two  cases  only  was  the  bile  distinctly  green,  and  in 
both  it  was  thin  and  limpid.  In  four  cases  it  was  greenish 
yellow ;  and  in  eight  cases  yellow  or  orange. 

In  one  case,  which  proved  fatal  on  the  46th  day  of  the 
disease,  two  ulcers  were  found  in  the  gall-bladder. 

Typhus  Fever. — The  physical  appearances  of  the  bile  were 
recorded  in  thirty-one  cases. 

In  nine  of  them  it  was  dark  green ;  in  nine  greenish 
yellow ;  and  in  twelve  yellow  or  orange. 

In  addition  to  this  difference  in  hue,  the  bile  was  generally 
much  thicker  in  typhus  than  in  typhoid  fever. 

In  no  case  of  typhus  was  there  any  ulceration  of  the 
lining  membrane  of  the  gall  bladder. 
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PANCREAS. 

Typhoid  Fever. — This  organ  was  examined  in  thirteen  of 
the  twenty-three  cases.  In  four  it  was  flabby;  in  nine  of 
normal  consistence.  In  all  it  preserved  its  natural  colour. 

Typhus  Fever. — In  eight  of  thirty-four  cases  in  which  the 
pancreas  was  examined,  that  organ  was  flabby ;  in  the  remain- 
ing twenty-six  it  was  normal  in  consistence.  In  eight  cases 
it  was  deeper  red  than  natural ;  in  twenty-six  it  preserved  its 
healthy  hue. 

KIDNEYS. 

As  the  amount  of  blood  in  these  organs  could  have  caused 
but  little  change  from  their  normal  weight,  and  the  cases  I 
am  here  considering  are  limited  in  number,  I  shall  not  enter 
on  that  subject,  although  I  have  notes  of  the  weight  of  the 
kidneys  in  sixty  of  the  sixty-six  cases  here  considered. 

The  microscopic  examinations  I  shall  also  reserve  for 
some  other  occasion.  It  is  sufficient  to  say  that  such  exami- 
nations exhibited  a  marked  difference  in  the  structure  (after 
death)  of  the  kidneys  in  the  two  diseases.  In  the  one 
(typhus)  the  tubes  were,  in  a  much  larger  proportion  of  cases 
than  in  the  other  (typhoid  fever),  filled  with  detached  epithe- 
lium scales.  This  separation  I  regard  as  cadaveric,  and  a 
part  of  that  general  tendency  to  the  dissolution  of  tissue  so 
eminently  characteristic  of  typhus  fever. 

Typhoid  Fever. — The  kidneys  were  noted  to  be  healthy  in 
eight  cases,  congested  in  three,  and  pale  in  three.  Of  two 
others  no  note  was  made,  so  that  they  could  have  deviated 
but  little  in  appearance  from  health. 

Seven  cases  either  survived  the  35th  day  of  disease,  or 
those  organs  were  not  examined. 

Consistence. — Excluding  the  above  seven  cases,  the  kidneys 
were  noted  to  be  flabby  in  one  case,  examined  47  \  hours  after 
death,  in  the  month  of  October.  In  the  other  cases  they 
were  normal  in  consistence — at  least  they  were  recorded  to 
be  healthy.1 

1  In  every  case  recorded  as  healthy  the  capsules  were  removed  from  the 
surface,  and  the  kidney  divided  longitudinally. 
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In  two  .  cases  there  was  slightly  increased  vascularity  of 
the  lining  membrane  of  the  pelvis  of  the  kidney. 

The  urinary  bladder  was  examined  in  nine  cases  which 
proved  fatal  before  the  termination  of  the  fever.  In  one  case 
only  did  it  present  any  deviation  from  health.  The  following 
is  a  description  of  its  appearance : — Scattered  over  the  mucous 
membrane  of  the  organ  were  numerous  patches  of  deep  red, 
and  here  and  there  patches  of  a  dull  yellow,  slightly  elevated, 
smooth  on  the  surface,  and  surrounded  by  an  areola  of  deep 
red.  When  the  yellow  matter  was  removed  by  the  nail,  a 
slightly  abraded  surface  was  exposed,  as  if  the  mucous  mem- 
brane had  been  carried  away  with  it. 

Typhus  Fever. — Both  kidneys  were  congested  in  eight 
cases;  the  left  kidney  only  in  one  case.  In  twenty-seven 
cases  they  were  considered  healthy  in  appearance. 

Consistence. — In  five  cases  they  were  recorded  to  be  flabby, 
or  soft  and  flabby  in  consistence.  These  five  cases  were 
examined  respectively  16/22,  27, 36,  and  38  hours  after  death, 
and  in  the  months  of  December,  November,  October,  and  May. 

In  thirty-one  cases  they  were  healthy. 

In  four  cases  the  lining  membrane  of  the  pelvis  was  con- 
sidered to  be  more  injected  than  natural.  In  one  of  these 
cases  it  was  studded  with  minute  hernorrhagic  points. 

Seven  cases  either  survived  the  fever,  or  were  not  ex- 
amined. 

The  urinary  bladder  was  examined  in  twelve  cases,  which 
proved  fatal  by  the  28th  day  of  the  disease.  In  one  there 
was  found  congestion  of  its  posterior  wall,  with  numerous 
minute  hemorrhagic  spots  in  the  same  situation.  In  another 
the  mucous  membrane  generally  was  slightly  more  vascular 
than  natural.  While  in  a  third  case  the  anterior  wall  of  the 
viscus  was  very  finely  injected. 

In  the  remaining  nine  cases  the  organ  was  pale  and 
healthy.1 

PERICARDIUM. 
Typhoid  Fever. — In  one  case  only  was  any  deviation  from 

1  Subsequent  experience  would  lead  me  to  suppose  that  I  noted  some 
kidneys  as  healthy  which  ought  to  have  been  regarded  (comparatively)  as 
softened. 
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the  normal  condition  of  the  pericardium  observed.  In  that 
case  a  few  shreds  of  lymph  were  attached  to  the  pericardium, 
covering  the  auricle.  In  every  case  the  fluid  retained  the 
yellow  hue  proper  to  it,  and  its  amount  was  considered 
natural 

Five  of  the  cases  were  examined  respectively  30,  32,  36, 
44|,  and  58  hours  after  death ;  three  in  the  summer  and  two 
in  the  winter  months. 

Typhus  Fever. — Excluding  seven  cases  not  available  for 
analysis,  there  remain  thirty-six  for  consideration. 

In  thirty-one  cases  no  abnormal  appearance  was  observed. 

In  five  the  serosity  contained  in  the  pericardium  was  of  a 
more  or  less  deep  red  colour.  These  five  cases  were  examined 
respectively  16,  24,  24,  40,  and  48  hours  after  death :  four 
during  the  summer  and  one  during  the  winter  months. 
That  the  red  hue  was  due  to  the  transudation  of  the  colouring 
matter  of  the  blood,  and  not  the  consequence  of  effusion  of 
blood,  was  proved  by  its  containing  no  red  corpuscles,  by 
the  number  of  epithelium  scales  diffused  throughout  it,  by 
the  deep  red  staining  of  the  posterior  wall  of  the  auricles, 
and  by  a  shade  of  discoloration  bounding  the  edges  of  the 
veins  coursing  over  the  surface  of  the  heart. 

This  cadaveric  transudation  of  a  solution  of  the  colouring 
matter  of  the  blood  into  the  serosity  contained  in  the  peri- 
cardium, is  another  example  of  the  greater  tendency  to  decay 
impressed  on  the  body  by  typhus  than  by  typhoid  fever ;  for 
it  may  be  observed  that  the  period  that  elapsed  after  death, 
before  the  above  five  cases  were  examined,  was  exceeded  by 
that  before  which  five  of  the  cases  of  typhoid  fever  were 
opened.  One  of  the  former,  in  fact,  was  inspected  in  the 
month  of  December,  only  16  hours  after  death.  Three  of  these 
five  patients  were  less  than  forty  years  of  age ;  the  one  last 
referred  to  was  only  twenty-two,  so  that  neither  difference  in 
age,  nor  external  conditions,  was  the  cause  of  the  want  of 
similarity  between  the  two  diseases  with  respect  to  the  change 
under  consideration. 

HEART  AND  ITS  CONTENTS. 

Typhoid  Fever. — Excluding  those  cases  in  which  the  chest 
,was  not  examined,  and  those  which  survived  more  than  35 
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days  from  the  outset  of  the  disease,  there  remain  for  analysis 
fifteen  cases. 

In  no  case  was  there  any  recent  endocardial  disease ;  in 
one  there  was  a  congenital  malformation,  a  communication 
between  the  right  and  left  ventricles ;  and  in  another,  slight 
thickening  of  the  free  edges  of  the  mitral,  and  induration  of 
the  base  of  the  aortic  valves. 

The  substance  of  the  heart  was  firm  or  healthy  in  con- 
sistence in  five  cases ;  soft  and  flabby,  or  flabby  only,  in  five 
cases ;  the  right  ventricle  flabby,  the  left  normal,  in  one  case ; 
of  four  cases  no  note  on  this  point  was  made. 

Of  the  five  hearts  that  were  flabby,  one  was  examined  an 
uncertain  period  after  death ;  the  other  four  respectively,  11, 
22|,  32,  and  36  hours  after  the  fatal  termination.  The  body 
in  which  the  right  side  was  flabby,  and  the  left  firm  was 
opened  27  hours  after  death ;  while  the  five  subjects  in  which 
the  substance  of  the  heart  was  firm  and  normal  in  consistence, 
had  been  in  the  dead-house  respectively  24,  30,  42|,  44J, 
and  58  hours. 

The  four  hearts  of  which  no  note  on  the  point  here  ex- 
amined was  recorded,  were  probably  healthy  in  consistence, 
because  other  facts  respecting  them  were  noted.  These  four 
cases  were  examined  within  20  hours  after  death. 

The  duration  of  the  disease  in  the  five  in  which  the  heart 
was  flabby,  was  respectively  12,  21,  23,  25,  and  28  days;  in 
five  cases  in  which  it  was  firm,  20,  27,  30,  30,  and  34  days ; 
one  case  had  lasted  an  uncertain  time.  In  the  four  cases  in 
which  it  was  probably  healthy,  17,  30,  32,  and  33  days. 

Thus  four  out  of  five  cases  in  which  the  heart  was  flabby 
proved  fatal  by  the  25th  day  of  the  disease,  while  only  one 
out  of  nine  of  those  in  which  it  was  firm,  died  so  soon  as  the 
25th  day  of  disease.  It  will  be  remembered,  that  the  only 
two  cases  of  typhoid  fever  in  which  the  cadaveric  rigidity  had 
entirely  disappeared,  proved  fatal  before  the  25th  day  of  dis 
ease.  This  seems  to  place  the  two  series  of  facts  in  the  same 
category. 

Of  six  cases  examined  during  the  six  winter  months,  the 
substance   of  the   heart   was   flabby  in  only   one;   of  eigh 
examined  during  the  summer  months  it  was  flabby  in  four. 

Dusky -red  Staining  of  the  Lining  Membrane  of  the  Heart 
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— No  note  with  reference  to  this  particular  was  made  in 
seven  of  the  cases ;  in  five  cases  it  was  unstained ;  in  one 
there  was  slight  discoloration  of  the  endocardium  of  the  left 
auricle,  and  in  two  cases  there  was  slight  staining  of  the  whole 
endocardium ;  so  that  in  one-fifth  only  of  the  cases  was  the 
endocardium  observed  to  be  stained,  and  in  these  cases  the 
description  of  the  staining  was  qualified  by  the  terms — 
'  slightly,'  '  slightly/  and  '  a  little.' 

Condition  of  the  Blood  in  the  Heart. — Of  fifteen  cases 
eligible  for  analysis,  no  note  was  made  in  one.  In  four, 
examined  respectively  58,  36,  22J,  and  7  hours  after  death, 
the  blood  was  fluid ;  in  the  last,  however,  it  coagulated  shortly 
after  its  escape  from  the  body ;  and  there  was  already  formed 
a  minute  clot  in  the  right  ventricle. 

There  was  a  large  clot,  made  up  of  a  larger  or  smaller 
smooth,  shining,  yellow,  fibrinous  portion,  from  the  substance 
of  which  much  serosity  could  be  pressed,  and  of  a  large, 
loose,  dark  crimson,  almost  black  clot,  joined  to  and  lying 
beneath  the  former,  in  the  right  auricle  and  ventricle  in  ten 
cases ;  in  all  of  these  cases  there  was  also  a  similar  but  smaller 
clot  on  the  left  side;  and  in  seven  of  the  ten  cases,  the 
fibrinous  portion  of  the  coagulum  on  either  side  of  the  heart 
was  continuous  with  a  clot  in  the  pulmonary  artery  and  aorta ; 
and  in  several  of  these  ten  cases  it  was  moulded  at  the  lower 
portion  to  the  shape  of  the  upper  surface  of  the  sigmoid  valves. 

In  four  cases  the  blood  was  fluid  in  the  venae  cavaB  and 
pulmonary  veins,  while  it  was  tolerably  firmly,  or  decidedly 
firmly,  coagulated  in  the  right  side  of  the  heart. 

In  two  of  the  three  cases  in  which  the  blood  was  fluid  in 
the  heart,  and  did  not  coagulate  after  its  escape  from  the  body, 
the  substance  of  the  heart  was  flabby ;  in  two  other  cases,  in 
which  a  similar  condition  of  that  organ  existed,  the  blood  was 
firmly  coagulated ;  and  in  five  cases,  in  which  it  was  firm,  a 
firm  coagulum  was  found  in  the  right  and  left  cavities  of  the 
organ. 

Typhus  Fever. — Eight  cases  either  survived  beyond  the 
29th  day  of  the  disease,  or  the  chests  were  not  examined. 

Excluding  six  cases,  the  hearts  of  which  were  examined 
respectively  11,  20,  27|,  36,  45  J,  and  48  hours  after  death, 
because  no  note  with  reference  to  their  consistence  was  made, 
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there  remain  for  analysis  twenty-nine  cases ;  in  fifteen  of 
these  the  heart  was  flabby,  in  fourteen  firm. 

Of  five  hearts  examined  20  hours  or  less  after  death,  one 
only  was  flabby ;  of  fourteen  examined  between  20  and  30 
hours  after  death,  four,  or  more  than  a  fourth,  were  flabby ; 
while  the  whole  of  those,  i.e.  nine,  examined  more  than  30 
hours  after  death,  were  in  that  condition.  Since,  as  I  have 
said,  above  two-thirds  of  the  hearts  examined  more  than  30 
hours  after  death  from  typhoid  fever,  were  firm  or  of  natural 
consistence,  and  if,  as  is  highly  probable,  those  hearts  of  which 
no  note  was  made  were  firm,  then  it  will  be  seen  that  four- 
fifths  of  the  hearts  of  the  subjects  dead  from  typhoid  fever, 
which  were  examined  more  than  thirty  hours  after  death, 
were  firm ;  while  one-fourth  only  of  the  hearts  of  the  subjects 
dead  from  typhus  fever,  which  were  examined  more  than 
30  hours  after  death,  were  firm. 

The  day  of  the  disease  on  which  those  cases  proved  fatal 
in  which  the  heart  was  flabby,  varied  from  the  9th  to  the  23rd 
day ;  a  large  majority  of  these  patients  died  by  the  16th  day. 
The  day  of  the  disease  on  which  those  cases  in  which  the 
heart  was  firm  expired,  varied  from  the  llth  to  the  22nd  day ; 
the  large  majority  proved  fatal  by  the  15th  day,  so  that  the 
duration  of  the  disease  could  have  had  no  material  influence 
in  producing  the  flabby  condition  of  the  heart.  As  I  have 
shown  above,  the  duration  of  the  disease  had  a  marked  influ- 
ence over  the  condition  of  the  heart,  with  reference  to  the 
point  we  are  considering,  in  the  cases  of  typhoid  fever. 

Age  had  very  little  influence  in  modifying  the  consistence 
of  the  organ  in  typhus  fever,  for  the  average  age  of  the  group 
in  which  the  heart  was  flabby,  was  44 ;  of  that  in  which  it 
was  firm,  47 ;  in  the  latter  group  there  were  six  cases  under 
50  years  of  age  ;  in  the  former,  nine  under  the  same  age. 

The  external  temperature,  like  the  age  of  the  patient, 
exerted  little  influence  in  modifying  the  consistence  of  the 
heart  in  the  cases  here  considered ;  for  of  eleven  hearts 
examined  during  the  six  winter  months,  four  were  flabby  and 
seven  firm  ;  and  of  twenty-two  inspected  during  the  summer 
six  months,  nine  were  flabby  and  thirteen  firm. 

So  that  it  seems  probable  that,  in  the  cases  of  typhoid 
fever,  the  flabby  condition  of  the  heart  was  due  to  two  causes, 
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—1st,  a  tendency  imprinted  on  the  muscular  tissue  by  the 
disease  when  death  occurred  within  25  days  from  its  outset ; 
and,  2dly,  the  external  temperature.  Whereas  in  the  cases  of 
typhus  fever  here  considered,  although  the  latter  cause  might 
have  had  some  influence,  the  principal,  and  by  far  the  most 
active  cause,  must  have  been  the  impression  produced  on  the 
heart  by  the  disease  itself.  These  opinions  are  still  further 
strengthened  by  the  fact,  that  so  many  cases  of  typhus  fever 
prove  fatal  from  the  intensity  of  the  general  affection,  and 
not  from  the  supervention  of  local  lesions,  and  that  at  all 
stages,  even  the  most  advanced,  of  the  disease  (i.e.  excluding 
cases  fatal  after  the  4th  week).  Now  it  is  at  the  earlier 
periods  of  typhoid  fever  only  that  the  state  of  the  system  at 
large  produces  death.  Thus  an  explanation  is  afforded  of  the 
fact,  that  the  duration  of  the  disease  had  a  marked  influence 
in  the  production  of  the  altered  consistence  of  the  heart  in 
typhoid,  and  not  in  typhus,  fever ;  the  difference  in  the 
influence  of  the  temperature  of  the  two  affections  was  probably 
more  apparent  than  real,  because  the  tendency  to  produce 
the  flabby  state  of  the  heart  in  typhus  fever  was  so  great, 
that  the  influence  of  the  weather  could  scarcely  be  observed. 
Dusky-red  Staining  of  the  Lining  Membrane  of  the  Heart 
was  observed  in  twelve  cases.  In  eight  of  the  twelve  both 
sides  of  the  heart  were  stained  ;  but  in  four  of  the  eight  the 
right  side  was  darker  than  the  left,  and  in  one  only  was  the 
left  side  darker  than  the  right ;  in  three  cases  the  staining 
was  confined  to  the  right  side.  There  was  no  discoloration 
of  the  endocardium  in  twelve  cases ;  no  note  was  made  in 
eleven  cases  ;  so  that  about  one-third,  or  eleven  out  of  thirty- 
six,  had  the  lining  membrane  of  the  heart  discoloured  ;  or  if 
we  exclude  from  the  calculation  those  of  which  no  note  on  the 
point  was  made,  one-half  would  be  thus  affected.  On  the 
other  hand,  of  the  cases  of  typhoid  fever  one-sixth  only  (or 
rather  two-thirteenths),  or  if  I  omit  from  the  calculation  the 
cases  of  which  no  note  on  the  point  was  made, — one-fourth 
only  had  the  endocardium  discoloured.  It  will  be  observed 
by  the  reader,  that  whichever  calculation  be  used,  the  relative 
proportion  is  the  same,  and  therefore,  for  the  purpose  for 
which  these  cases  are  here  analysed,  it  is  a  matter  of  indiffer- 
ence which  of  the  two  be  adopted. 
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In  every  case,  save  one,  the  substance  of  the  heart  was 
flabby  at  the  same  time  that  its  lining  membrane  was  stained. 
The  subject  which  formed  the  exception — a  man,  set.  forty, 
who  died  about  28  days  after  the  commencement  of  the  dis- 
ease— was  examined  in  the  month  of  November,  22  hours 
after  death. 

In  every  case,  excepting  two,  in  which  the  endocardium 
was  noted  to  be  unstained,  the  substance  of  the  heart  was 
firm ;  these  two  cases  were  examined  respectively  42  and  48 
hours  after  death. 

If  the  staining  be  viewed  with  reference  to  the  date  after 
death  at  which  the  cases  were  examined,  the  average  number 
of  hours  which  had  elapsed  from  the  hour  of  death  till  the 
subject  was  placed  on  the  dead-house  table,  was,  for  the  un- 
stained, 24'7  hours — for  the  stained.  327  hours  ;  two-thirds  of 
the  latter  group  were  examined  more  than  30  hours  after 
death ;  one-sixth  only  of  the  former  more  than  30  hours  after 
the  patients  expired.  So  that  the  stabling  of  the  endocardium 
and  the  flabby  condition  of  the  heart  depended  apparently 
on  the  same  causes. 

Conditions  of  the  Mood. — It  was  fluid  in  four  cases  j  fluid, 
but  mixed  with  a  few  loose  black  clots,  in  four  others  ;  these 
eight  cases  proved  fatal  on  the  14th,  13th,  17th,  20th,  16th, 
13th,  15th,  and  17th  days  of  the  disease ;  and  were  examined 
respectively  16,  27£,  21|,  27,  22,  24,  45|,  and  20  hours  after 
death. 

The  blood  was  fluid  in  the  left  side  only  of  the  heart  in 
six  cases  ;  in  two  of  these  six  there  was  a  small  dark  coagulum ; 
in  two  a  large,  loose,  soft,  black,  and  small  fibrinous  clot ; 
in  the  fifth,  a  large,  very  loose,  black  clot,  and  much  fluid 
blood ;  and  in  the  sixth,  a  large,  soft,  pale  yellow  and  black 
clot  in  the  right  side  of  the  heart. 

In  one  other  case,  there  was  a  small  black  clot  in  the  right 
side  of  the  heart,  while  the  left  was  empty. 

In  two  cases  there  was  a  large,  loose,  black  clot  in  the 
right  side  ;  in  one  of  these  two  the  left  side  of  the  organ  was 
empty,  and  in  the  other  it  contained  a  small  black  clot. 

A  small  fibrinous  clot  only  was  found  in  two  instances  on 
the  right  side  of  the  heart,  and  in  both  these  there  was  a 
small  black  coagulum  found  on  the  left. 
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A  large  fibrinous  clot,  with  much  fluid  blood,  occupied 
the  right  cavities  of  the  heart  in  four  cases,  and  in  these  four 
the  blood  was  found  in  a  similar  condition  on  the  left  side, 
but  in  smaller  quantity. 

In  three  cases  a  large,  loose,. fibrinous  clot,  and  much  dark 
fluid  blood,  filled  the  right  auricle  and  ventricle,  and  a  small 
fibrinous  clot  lay  in  the  left  side. 

In  seven  cases  a  large,  loose,  fibrinous,  and  black  clot 
filled  the  right  auricle  and  ventricle ;  in  one  of  the  two  the 
left  side  of  the  heart  was  empty ;  in  five  it  contained  a  small 
black,  or  black  and  fibrinous,  coagulum. 

In  the  remaining  four  of  the  cases  of  typhus  fever  in  which 
the  condition  of  the  blood  after  death  was  noted,  a  firm, 
yellow,  fibrinous  and  black  coagulum  filled  both  the  right  and 
left  sides  of  the  heart ;  two  of  these  four  cases  proved  fatal 
at  an  uncertain  period,  but  before  the  21st  day  of  the  disease ; 
the  other  two  respectively  on  the  16th  and  17th  day  of  the 
disease.  The  age  of  these  patients  was  between  32  and  45 
years.  The  two  cases  in  which  the  coagulum  was  the  densest 
and  largest,  were  complicated  with  extensive  lobar  pneumonia, 
and  one  of  the  two  with  erysipelas. 

The  blood  was  fluid,  or  nearly  so,  in  the  aorta  and  pul- 
monary artery  in  nine  cases,  and  in  all  these  nine  cases  it 
was  also  fluid  in  the  venae  cavse  and  pulmonary  veins ;  it  was 
fluid  in  the  veins  in  three  other  cases,  in  which  its  condition 
in  the  arteries  was  not  noted. 

In  thirteen  cases  there  was  a  clot  of  some  size,  fibrinous 
and  black,  in  the  pulmonary  artery  and  aorta ;  in  three  of 
these  thirteen  cases  it  was  fluid  in  the  pulmonary  veins  and 
vense  cavse ;  and  in  four  others  of  the  thirteen  the  latter  con- 
tained loose  black  coagula. 

In  the  same  subjects  the  clot  was  firm  and  the  heart 
flabby  in  three  cases.  The  clot  was  firm,  and  the  substance 
of  the  heart  firm,  in  six  cases. 

The  clot  loose  and  the  heart  flabby  in  five  cases  ;  the  clot 
loose,  and  the  substance  of  the  heart  firm,  in  nine  cases. 

So  that  in  these  twenty-three  cases  there  was  no  constant 
relation  between  the  condition  of  the  blood  and  that  of  the 
heart. 

The  fluid  condition  of  the  blood  generally,  was  observed 
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in  about  equal  proportion  in  the  subjects  dead  from  typhoid 
and  typhus  fevers,  but  with  those  exceptions  there  was  a 
marked  difference  in  the  blood  in  the  two  diseases ;  it  was 
far  more  profoundly  diseased,  i.e.  it  deviated  far  more  from 
its  healthy  condition,  in  the  cases  of  typhus,  than  in  those  of 
typhoid  fever. 

LUNGS. 

Typhoid  Fever. — Eight  cases  either  survived  the  thirty- 
fifth  day  of  illness,  or  I  was  not  permitted  to  examine  their 
chests  after  death. 

The  lungs  in  one  of  the  remaining  fifteen  cases  were 
healthy  in  all  particulars  ;  this  case  proved  fatal  on  the  25th 
day  of  the  disease,  from  hemorrhage  from  the  intestines ; 
there  had  been  little  or  no  heat  of  skin  during  life,  and  the 
pulse  never  exceeded  90;  the  general  symptoms  had  been 
trifling.  In  another  case  there  was  only  some  mottled  con- 
gestion of  both  lungs.  Of  this  case  I  speak  with  hesitation 
— in  truth,  I  think  it  ought  probably  to  be  arranged  under 
the  head  of  non-granular  lobular  consolidation,  a  condition 
with  which,  at  the  time  I  made  the  examination,  I  was  but 
imperfectly  acquainted,  and  which,  consequently,  I  might 
have  described  by  the  term,  '  mottled  congestion.'  In  a  third 
case,  the  only  deviation  from  health  was  a  considerable  quan- 
tity of  almost  colourless  frothy  serosity  in  the  apex  of  the 
right  lung. 

In  all  of  the  remaining  twelve  cases,  there  was  more  or 
less  extensive  consolidation  of  the  pulmonary  tissue. 

These  twelve  cases  may  be  thus  grouped : — 

1st,  Five  cases  of  non-granular  lobular  consolidation,  dis- 
tinctly circumscribed  by  interlobular  septa.  In  one  of  the 
five,  this  condition  was  conjoined  with  granular  lobular  con- 
solidation. In  four  of  the  five  cases  consolidated  patches 
existed  in  both  lungs.  In  neither  of  them,  however,  were 
both  lungs  equally  affected.  In  the  fifth  case  the  left  lung 
only  was  diseased. 

2d,  One  case  of  non-granular  consolidation,  in  separate 
patches,  not  bounded  by  interlobular  septa ;  in  this  case  por- 
tions of  the  pulmonary  tissue,  cut  from  the  substance  of  the 
lung  adjacent  to  the  consolidated  portions,  sunk  in  water,  if 
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slightly  pressed  before  immersion.  Both,  lungs  were  nearly 
equally  affected. 

3rd,  Two  cases  of  granular  consolidation,  in  well-defined 
patches ;  whether  these  solidified  portions  were  bounded  by 
interlobular  septa  or  not,  was  only  imperfectly  made  out.  In 
one  of  these  cases  the  disease  was  limited  to  the  left  lung ;  in 
the  other  both  lungs  were  affected ;  in  the  right,  however, 
there  was  extensive  lobar  granular  consolidation  ;  in  the  left, 
lobular  and  lobar  solidification. 

4th,  Two  cases  of  granular  consolidation,  in  distinct  but 
not  well-defined  patches.  In  one  of  these  two  cases,  the 
disease  was  double  ;  in  the  other  the  right  lung  was  affected 
with  lobular,  the  left  with  lobar,  consolidation. 

5th,  Two  cases  in  which  a  state  intermediate  between  the 
non-granular  and  the  granular  consolidation  was  exhibited.  In 
one  of  the  two  the  disease  was  double  ;  in  the  other,  limited 
to  the  left  lung. 

Physical  Characters  of  Lobular  Non-granular  Consolida- 
tion.— Externally,  a  portion  of  lung  in  this  condition  has  a 
mottled  aspect,  here  and  there  are  patches,  varying  in  size 
from  a  single  lobule  to  half  or  more  of  a  lobe,  of  a  deep  bluish, 
chocolate,  violet,  or  purplish  slate  colour,  bounded  by  a  well- 
defined  angular  margin,  crossed, — if  it  includes  more  than  one 
or  two  lobules, — and  mapped  out  into  smaller  patches,  by  dull 
opaque  whitish  lines.  On  closer  inspection,  the  outline,  and  the 
whitish  lines  intersecting  the  patches,  are  seen  to  be  thickened 
interlobular  septa.  Scattered  in  the  midst  of  the  larger 
patches,  are  frequently  to  be  found  one  or  more  comparatively 
healthy  lobules,  of  a  pale  brightish  pink  colour,  contrasting 
strongly  with  the  hue  of  the  surrounding  tissue.  Here  and 
there,  near  the  border  of  the  large  patches,  may  be  seen,  occa- 
sionally, lobules,  the  centres  of  which  have  assumed  the  dusky 
purplish  tint ;  the  circumference  of  the  same  lobules  yet  re- 
taining their  healthy  colour.  The  dark  patches  feel  solid  and 
flabby ;  the  pulmonary  tissue,  at  these  spots,  has  lost  the 
resiliency  of  health.  The  pleura  covering  the  lung  either 
retains  its  natural  appearance,  or  has  a  slightly  milky  aspect. 

On  section,  the  tissue  corresponding  to  the  dark  patches 
is  found  to  be  of  a  deep  purplish  chocolate  colour,  gorged  with 
non-aerated  bloody-looking  fluid;  it  breaks  down  with  little  or 
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no  increased  facility,  nay,  sometimes  appears  tougher,  than  in 
health ;  has  a  uniform  or  nearly  uniform  section,  i.e.  there  is 
no  appearance  of  granules,  such  as  are  seen  in  the  consolidated 
state  of  so-called  vesicular  pneumonia ;  sinks  in  water ;  and 
like  the  patches  seen  externally,  is  bounded  by  interlobular 
septa ;  but  these  divisions,  between  the  consolidated  and  non- 
consolidated  tissues,  are  less  marked,  especially  the  most 
superficial  tier,  so  to  speak,  of  lobules.1 

A  minute  portion  can  be  cut  from  the  middle  of  a  lobule 
— the  centre  of  which  is  dusky  purple,  and  the  circumference 
brightish  pink — which  sinks  in  water ;  equally  small  pieces 
of  pulmonary  tissue,  taken  from  the  circumference  of  the 
same  lobule,  float. 

The  following  account  of  the  superior  lobe  of  the  right 
lung  of  a  girl,  set.  fifteen,  who  died  on  the  twelfth  day  of 
disease,  illustrates  some  points  in  the  above  description : — 

Its  posterior  part  had  a  mottled  aspect ;  the  darker  por- 
tions being  of  a  purplish  slate  and  violet  colour  ;  the  lighter 
of  a  pinkish  violet.  The  septa  between  the  lobules  was  well 
marked,  white  and  opaque.  The  mottling  was  found,  on  close 
inspection,  to  depend  on  the  difference  in  colour  of  the 
lobules.  Some  were  dark  throughout ;  the  dark  colour  ter- 
minating abruptly  at  the  interlobular  septa.  At  places 
several  of  these  dark  lobules  were  in  contact,  forming  a  deep- 
coloured  patch,  crossed  by  the  white  septa.  Some  of  the 
lobules,  here  and  there,  were  pale,  but  the  centres  of  some  of 
those  which  were  generally  pale,  were  dark  ;  the  size  of  this 
dusky  central  spot  varied  in  different  lobules,  as  if  the  non- 
granular  consolidation  had  commenced  in  the  centre,  and 

1  I  have  proved,  by  injecting  the  lung  in  this  non-granular  consolidated 
state,  common  to  all  acute  diseases  of  determinate  duration,  dependent  for 
their  origin  on  a  specific  cause,  and  accompanied  by  febrile  excitement,  as 
measles,  scarlet  fever,  smallpox,  typhoid  and  typhus  fevers,  that  occasion- 
ally the  centre  of  the  lobule  is  really  the  point  at  which  the  diseased 
action  is  first  set  up  ;  but  then  it  is  doubtful  how  far  this,  in  the  cases 
referred  to,  was  dependent  on  an  inflammatory  condition  of  the  bronchial 
tubes,  extending  downwards  to  their  termination  in  the  vesicular  tissue  of 
the  lobules.  The  question  can  only  be  answered  by  an  analysis  of  numer- 
ous cases,  in  which  all  the  possible  determining  circumstances,  i.e.  the 
co-existence  of  bronchial  inflammation,  etc.,  etc.,  are  considered  at  fulL 
There  was  no  trace  in  these  cases  of  the  bronchial  fibrinous  plugs,  described 
by  some  writers  as  invariably  found  in  catarrhal  pneumonia. 
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then  spread  till  it  involved  the  whole  lobule.  The  pulmonary 
pleura  had  a  slightly  milky  aspect.  On  section,  the  distinc- 
tion between  the  lobules  was  well  marked,  and  the  difference 
in  their  colour  almost  as  much  so  as  on  the  surface.  The  paler 
lobules  were  crepitant,  floated  in  water,  and  possessed  their 
normal  consistence.  Some  of  the  darker  lobules  contained 
a  little  air,  others  none ;  they  sank  in  water,  and  broke  down 
with  facility  under  pressure.  Parts  of  the  middle  and  inferior 
lobes  of  the  same  lung  were  in  a  state  of  red,  and  parts  of 
grey,  hepatisation.  The  superior  lobe  of  the  opposite  lung 
was  natural  in  colour  and  consistence.  The  inferior  lobe, 
natural  in  appearance  anteriorly,  was  mottled  posteriorly; 
the  darker  parts  being  non-crepitant,  the  bright  red  crepitant. 
The  bronchial  tubes  of  both  lungs  contained  much  frothy 
mucus  ;  their  lining  membrane  was  bright  red ;  its  consistence 
and  thickness  were  considered  natural. 

The  following  description  of  the  lungs  of  a  girl,  set.  16, 
offers  an  example  of  non-granular  lobular  consolidation,  un- 
complicated with  the  granular  form.  As  in  the  last,  the 
bronchial  mucous  membrane  was  the  seat  of  increased  vascu- 
larity ;  but  the  bronchial  symptoms,  during  life,  had  not  been 
prominent.  The  left  lung  weighed  16  oz. ;  was  of  a  dark 
pinkish  violet ;  externally  scarcely  darker  posteriorly  than 
anteriorly.  Over  the  whole  surface  were  scattered  various- 
sized  patches,  of  a  deep  purplish  colour,  from  base  to  apex  ; 
the  majority  distinctly  bounded  by  interlobular  septa.  The 
number  of  lobules  in  each  patch  varied  from  one  to  eight  or 
ten ;  some  of  the  darker  lobules  were  situated  near  the 
anterior  margin  of  the  lung.  On  section,  the  darkest-coloured 
patches,  seen  externally,  were  saturated  with  bloody  fluid, 
non-crepitant,  sank  in  water,  and  had  a  uniform  or  nearly 
uniform  section.  The  somewhat  less  dark-coloured  patches 
contained  much  bloody  fluid,  but  little  air,  yet  floated  in 
water.  The  whole  lung,  on  section,  was  darker  than  natural, 
and  the  interlobular  septa  particularly  distinct.  It  contained 
a  considerable  quantity  of  frothy  serosity,  but  scarcely  more 
posteriorly  than  anteriorly.  The  right  lung  in  the  same  sub- 
ject weighed  21  f  oz. ;  was  gorged  with  reddish  frothy  serosity; 
felt  rather  more  solid  than  natural,  but  every  part  floated  in 
water.  The  bronchial  mucous  membrane  in  both  lungs  was 
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intensely  injected,  of  a  dusky  red  colour ;  the  redness  being  in 
streaks,  punctse,  and  patches.  The  bronchial  tubes  were  filled 
with  thin  frothy  mucus.  In  the  case  in  which  the  non- 
granular  consolidated  portions  of  lung  were  not  circumscribed, 
but  passed  imperceptibly  into  the  crepitant  tissue,  the  pos- 
terior part  of  the  lung  only  was  affected  ;  and  the  still  crepi- 
tant tissue  was  gorged  with  bloody  serosity,  and  broke  down 
with  abnormal  facility  ;  both  lungs  were  equally  affected. 

Granular  Lobular  Consolidation. — The  physical  appear- 
ances presented  by  the  lobules  thus  affected,  characteristic,  as 
they  are,  of  the  second  stage  of  pneumonia,  are  too  well  known 
to  require  description. 

The  following,  offering  an  example  of  the  well-defined 
lobular  granular  consolidation,  was  the  condition  of  the  superior 
lobe  of  the  left  lung  of  a  man,  set.  28,  who  died  on  the  27th 
day  of  disease.  In  its  substance  were  two  or  three  masses,  the 
size  of  filberts,  firm  to  touch  ;  on  section,  of  a  deep  red  colour, 
friable,  distinctly  granular,  readily  breaking  down  under  pres- 
sure ;  the  line  of  demarcation  between  the  crepitant  and  con- 
solidated tissue  was  well  marked  and  defined.  The  inferior 
lobe  of  the  same  lung  presented  the  following  appearance : — 
A  small  portion  overlapping  the  heart  was  pale  and  crepitant, 
the  most  inferior  and  posterior  portion  of  the  same  lobe  felt 
solid ;  contained  no  air ;  was  very  friable ;  had  a  granular 
fracture ;  of  a  pale  red  colour ;  sank  in  water ;  and,  on  pres- 
sure, gave  exit  to  an  opaque  bloody  muco-purulent  fluid. 
The  intermediate  portion  of  this  lobe  was  won-granular ;  of  a 
deep  purple  colour;  sank  in  water;  contained  no  air;  on 
pressure,  gave  exit  to  a  bloody-looking  fluid  (very  different  in 
appearance  from  the  pale,  dirty,  red  muco-purulent  fluid 
above  described). 

The  transition  from  the  one  to  the  other  of  the  three 
above-described  pathological  conditions,  was  at  some  places' 
gradual,  at  others  abrupt  and  well  defined.  The  right  lung 
weighed  2  Ib.  4  oz. ;  its  inferior  lobe  resembling  the  corre- 
sponding part  of  the  left  lung,  but  a  much  larger  portion — 
more  than  half — was  in  a  state  of  granular  consolidation. 

Of  the  granular  non-circumscribed  form  of  lobular  con- 
solidation, the  following  account  of  the  inferior  lobe  of  the 
right  lung  of  a  man,  set.  23,  who  died  on  the  20th  day  of 
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disease,  presents  an  example.  Near  the  base  of  the  lobe  were 
two  or  three  masses  of  consolidated  tissue,  of  a  dark  colour, 
which  sank  in  water,  and  readily  broke  down  under  pressure. 
Their  cut  surface  was  granular ;  the  tissue  between  tough  and 
crepitant,  as  in  its  normal  condition. 

The  following  particulars  of  the  lungs  of  a  female,  aged  32, 
who  died  on  the  34th  day  of  disease,  exhibit  a  condition  of 
the  pulmonary  tissue  which  appears  intermediate  between 
the  non-granular  and  the  granular  consolidation. 

The  right  lung  weighed  15^  oz.;  was  crepitant  throughout ; 
felt  more  solid  behind  than  before ;  was  of  a  dirty  red  colour ; 
and  floated  in  water  when  cut  in  pieces.  The  left  lung 
weighed  15|  oz.  (i.e.  was  comparatively  heavy);  its  most  de- 
pending portion  (the  subject  being  on  its  back)  felt  solid, 
contained  little  air,  sank  in  water,  broke  down  readily  under 
pressure,  but  had  not  the  appearance  of  solidified  lung  in  the 
second  stage  of  either  the  so-called  vesicular  or  intervesicular 
pneumonia. 

Lobar  granular  consolidation  was,  in  three  instances, 
conjoined  with  the  foregoing  conditions ;  i.e.  in  one  of  the 
three  cases  with  abruptly  denned  lobular  granular  consolida- 
tion ;  in  one  with  granular  consolidation,  the  outline  of  which 
was  not  abruptly  defined ;  and  in  the  third  it  was  conjoined 
with  circumscribed  wow-granular  consolidation. 

Typhus  Fever. — Thirty-five  cases  are  eligible  for  analysis. 
In  two  of  these  thirty-five  the  lungs  were  healthy  in  all  par- 
ticulars. In  a  third  case,  the  posterior  congestion  was  so 
slight,  that  it  could  scarcely  be  considered  a  deviation  from 
health.  The  remaining  thirty-two  cases  may  be  thus  grouped. 

1st,  Three  cases  of  simple  congestion  of  the  posterior  part 
of  the  lungs.  In  two  of  the  three,  both  lungs  were  equally 
affected ;  in  one  the  left  lung  was  more  congested  than  the 
right. 

2nd,  Three  cases  of  congestion  of  the  posterior  part  of  the 
lungs,  with  diminished  consistence  of  the  congested  parts.  In 
one  of  the  three,  both  lungs  were  equally  affected ;  in  another, 
the  right  was  more  deeply  diseased  than  the  left ;  in  the  third, 
the  left  lung  only  was  in  this  condition,  the  posterior  part  of 
the  right  being  simply  congested. 

3rd,  Eleven  cases  of  congestion  of  the  posterior  part  of  the 
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lung,  with  non-granular  consolidation  of  the  most  depending 
(the  subject  being  on  its  back)  layer  of  pulmonary  tissue. 
Both  lungs  were  affected  in  five  of  the  ten  cases ;  but,  in  two 
of  the  five,  one  lung  was  more  extensively  solidified  than  the 
opposite.  In  six  cases  one  lung  only  was  thus  diseased.  In 
one  case  only  was  there  any  attempt  at  circumscription. 

4th,  In  four  cases,  the  most  obvious  departure  from  a 
normal  condition  was  a  great  excess  of  almost  colourless 
serosity  in  some  portion  of  the  pulmonary  tissue.  In  one  of 
the  four  there  was  marked  congestion,  with  diminished  con- 
sistence of  the  most  depending  part  of  both  lungs,  the  right 
being  more  affected  than  the  left ;  the  most  congested  por- 
tions contained  the  greatest  amount  of  serosity.  In  a  second, 
there  was  simple  congestion  of  the  most  depending  part  of 
the  lungs,  with  great  excess  of  serosity  in  the  superior  lobes. 
In  another  case,  in  which  there  was  moderate  congestion  of 
the  most  depending  part  of  the  left  lung,  there  was  little 
serosity  in  the  inferior  lobe,  while  the  upper  half  of  the 
superior  lobe,  anterior  as  well  as  posterior  part,  was  saturated 
with  frothy  serosity.  The  right  lung,  in  the  same  subject, 
was  more  congested  posteriorly;  in  the  same  part  of  both 
lobes  the  excess  of  serosity  was  great ;  but  the  apex  contained 
more  than  the  other  parts.  While,  in  the  fourth  case,  the 
excess  of  serosity  was  limited  to  the  apex  of  the  right  lung, 
from  which  it  flowed,  as  if  from  a  sponge  saturated  with 
moisture.  There  was  no  congestion  of  the  vessels  of  the 
superior  lobe  in  this  case. 

5th,  In  eight  cases  there  was  lobular  consolidation.  In 
two  of  the  eight,  the  consolidation  was  non-granular  and 
abruptly  defined.  In  one  of  the  two  it  was  limited  to  the 
left  lung ;  in  the  other  it  affected  both  lungs.  In  two  there 
was  a  similar  form  of  solidification ;  but  the  line  of  demarca- 
tion between  the  crepitant  and  non-crepitant  tissues  was  only 
marked  at  places, — in  one  the  right,  in  the  other  the  left 
lung,  only  was  affected.  In  two  of  the  eight,  granular  and 
non-granular  consolidation  of  the  pulmonary  tissue  was  pre- 
sent in  the  same  subject.  There  was  no  distinct  line  separat- 
ing the  solidified  from  the  crepitant  tissue  in  these  two  cases, 
— in  one  of  them,  both  lungs  were  nearly  equally  affected. 
The  solidified  masses  in  this  case  appeared  to  be  in  a  state 
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intermediate  between  the  granular  and  non-granular  consoli- 
dation ;  in  the  other,  granular  lobar  solidification  was  present 
in  both  lungs.  In  the  remaining  two  of  the  eight  cases  of 
lobular  consolidation,  the  diseased  lobules  were  granular ;  in 
one  central,  occupying  the  left  lung  only ;  in  the  other  con- 
fined to  the  left  lung,  while  the  right,  in  the  same  subject, 
was  affected  with  lobar  granular  consolidation. 

6th,  Lobar  granular  consolidation  of  the  upper  portion  of 
the  inferior  lobe  of  either  lung,  existed,  uncomplicated  with 
the  lobular  form,  in  one  case. 

In  one  of  the  last-mentioned  cases,  there  was  commenc- 
ing gangrene  of  the  pulmonary  tissue ;  and,  in  another  case, 
not  included  in  the  thirty-five,  there  was  well-marked  circum- 
scribed gangrene.  The  latter  occurred  in  a  boy  set.  8  years, 
who  died  on  22nd  day  of  disease.  In  this  same  boy  a  portion 
of  the  cornea  of  both  eyes  sloughed  out  before  death.  The 
right  lung  presented  the  following  appearance :  It  was  closely 
collapsed ;  in  the  pleura  were  about  3  oz.  of  purulent  fluid, 
possessing  a  highly -offensive  odour.  From  the  centre  of  the 
closely  collapsed  superior  lobe  projected  a  mass,  which  felt 
about  the  size  of  a  pigeon's  egg,  one  half  of  which,  however, 
was  buried  in  the  pulmonary  substance.  The  smoothness  of 
the  projecting  mass  contrasted  strongly  with  the  corrugated 
appearance  of  the  general  external  surface  of  the  superior 
lobe.  On  cutting  through  this  mass,  its  centre  was  found  to 
be  occupied  by  black  semi-fluid  matter  of  very  offensive 
odour ;  stretching  across  this  black  pulpy  mass  were  delicate 
bands  of  some  consistence.  This  gangrenous  mass  was  about 
an  inch  in  diameter,  and  was  distinctly  bounded  by  a  border 
of  white  soft  pulpy  matter,  about  half  a  line  in  thickness. 
The  pulmonary  substance  surrounding  this  white  margin,  for 
some  lines  in  every  direction  was  sdftened,  of  a  purplish  red 
colour,  contained  no  air,  had  a  smooth  and  uniform  non- 
granular  section.  Externally,  this  condition  of  the  pulmonary 
tissue  extended  to  the  pleura.  From  the  inferior  lobe  of  the 
same  lung  a  prominence,  similar  to  that  described  above, 
projected.  On  cutting  into  it,  some  offensive  gas  escaped, 
and  the  anterior  wall  collapsed.  The  cavity,  laid  open  by  the 
section,  contained  some  dark  semi-fluid  black  matter  and 
gangrenous  shreds, — the  whole  circumscribed  by  a  white  line, 
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similar  to  that  described,  as  bounding  the  gangrenous  mass 
in  the  upper  lobe.  The  external  wall  of  the  cavity  was  very 
thin,  and  on  the  pleural  surface  was  a  black  spot  about  the 
size  of  a  split  pea,  with  well-defined  outline.  In  the  vicinity 
of  the  above  were  two  smaller  masses,  closely  resembling  the 
last  described. 

It  is  unnecessary  to  repeat  the  descriptions  of  granular 
and  non-granular  lobular  consolidation ;  but,  as  congestion  of 
the  posterior  portion  of  the  lung,  with  non-granular  consoli- 
dation of  the  most  depending  part  of  the  organ,  did  not  pre- 
sent itself  among  the  cases  of  typhoid  fever,  it  is  necessary  to 
describe  the  appearances  exhibited  by  lungs  in  that  condition. 
The  posterior  portion  of  the  lung,  in  the  cases  included  under 
this  head,  was  congested,  and  its  consistence  diminished ;  the 
most  depending  layer  of  pulmonary  tissue  (the  subject  being 
on  its  back),  which  extended,  in  different  cases  from  a  quarter 
of  an  inch  to  two  inches  into  the  substance  of  the  lung,  was 
solidified,  very  dark  bluish  chocolate  in  colour,  gorged  with 
non-aerated  dark  claret  serosity,  which  flowed  freely  from  the 
cut  surface ;  it  was  scarcely  softened ;  the  whole  of  the  solidi- 
fied layer  sank  in  water.  The  consolidation  did  not,  unless  it 
extended  far  into  the  pulmonary  substance,  affect  the  extreme 
base,  the  apex  of  the  inferior  lobe,  nor  the  root  of  the  lung, 
i.e.  that  portion  which  is  immediately  in  contact  with  the 
vertebral  column,  but  was  limited  to  the  part  of  the  organ 
which  lies  in  the  hoUow  formed  by  about  the  4th,  5th,  and 
6th  ribs,  as  they  curve  backwards,  outwards,  and  forwards, 
from  the  bodies  of  the  dorsal  vertebrae.  The  solidified  and 
crepitant  tissue  passed,  imperceptibly,  the  one  into  the  other. 
The  transition  from  the  pale  anterior  portion  of  the  lung  to 
the  congested  posterior,  and  from  that  to  the  most  depending 
solidified  tissue,  was  in  the  greater  number  of  cases  gradual, 
and  not  abrupt,  as  in  the  circumscribed  non-granular  lobular 
consolidation.  As  was  stated  (p.  118),  only  one  lung,  in  six  of 
the  cases  grouped  under  this  head,  was  affected ;  therefore, 
although  position  was  the  determining  cause,  some  other 
agent  was  concerned  in  the  production  of  this  morbid  condi- 
tion— a  condition  by  no  means  peculiar  to  fever. 

In  order  to  exhibit  the  difference  observed  in  the  lungs 
of  the  subjects  dead  from  typhoid  and  typhus  fever,  it  will  be 
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necessary  to  sum  up  the  particulars  detailed  in  the  preceding 
analysis. 

In  thirty-four  cases  of  typhus  fever,  there  were  four 
examples  of  granular  consolidation,  i.e.  nearly  one-ninth  of 
the  whole. 

In  fifteen  cases  of  typhoid  fever,  there  were  four  cases  of 
granular  consolidation,  i.e.  about  one-fourth. 

Three  cases  of  lobular  non-granular  congestion  in  the 
thirty-four  cases  of  typhus  fever,  i.e.  about  one-twelfth,  while 
six,  or  three-fifths,  of  the  cases  of  typhoid  fever,  exhibited  the 
same  lesion. 

Congestion  with  consolidation,  evidently  determined  by 
position,  was  present  in  nearly  one-third  of  the  cases  of 
typhus  fever,  and  in  no  single  instance  of  typhoid  fever. 

The  comparative  frequency  of  the  granular  and  of  lobular 
non-granular  consolidation  in  the  cases  of  typhoid  fever,  is 
too  marked  to  be  the  result  of  accident.  It  is  evidently  a 
feature  impressed  on  the  pulmonary  organs  by  the  disease 
itself,  as  will  be  more  evident  on  examining  the  conditions  of 
the  pleura  in  the  two  diseases. 

It  is  also  worthy  of  remark,  that  in  no  case  of  typhoid 
fever  was  gangrene  of  the  lung  present,  while  it  occurred  in 
two  cases  of  typhus.  The  occurrence  of  six  cases  of  conges- 
tion of  the  posterior  portion  of  the  lung,  with  or  without 
diminished  consistence,  is  also  a  distinctive  feature  ;  for,  be  it 
remembered,  the  one  class  of  patients  had  been  confined  to 
bed  as  long  as  the  other, — nay,  the  cases  of  typhoid  fever 
proved  fatal  at  a  later  period  of  disease. 

BRONCHIAL   TUBES. 

Typhoid  Fever. — Notes  respecting  the  condition  of  the 
bronchial  tubes  were  made  only  in  twelve  of  the  cases 
included  among  those  here  analysed. 

In  four  of  the  twelve  the  lining  membrane  was  pale  in 
colour;  in  the  remaining  two-thirds  it  was  vividly  injected, 
or  bright  red. 

Typhus  Fever. — The  condition  of  the  bronchial  tubes  was 
noted  in  twenty-two  cases. 

In  two  cases  they  were  pale  in  colour;  in  two  slightly 
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congested ;  in  eighteen  they  were  noted  to  be  more  or  less 
deeply  congested,  or  dusky  red. 

PLEURAE. 

Typhoid  Fever. — Of  those  cases  which  proved  fatal  before 
the  35th  day  of  disease,  the  chest  was  examined  in  fifteen. 

There  were  present  unequivocal  signs  of  recent  inflamma- 
tion of  the  pleura  in  six  cases,  i.e.  in  the  proportion  of  40  per 
cent.  These  signs  were  recent  adhesions,  or  the  effusion  of 
lymph. 

Typhus  Fever. — Thirty-six  cases  are  eligible  for  analysis. 
In  three  of  these  cases  there  were  signs  of  recent  inflamma- 
tion of  the  pleura ;  but  in  one  of  the  three  the  lesion  consisted 
in  the  presence  of  pus  in  the  cavity  of  the  pleura,  secondary 
to  gangrene  of  the  lung.  In  two  cases  only  was  there  any 
recent  lymph,  and  in  one  of  these  it  was  merely  sufficient  to 
render  the  serosity  turbid,  and  in  the  other  to  cause  trifling 
adhesions.  Thus,  if  these  three  cases  be  considered  as  cases 
of  recent  inflammation,  pleuritis  only  occurred  in  the  propor- 
tion of  8'3  per  cent. ;  while,  if  the  two  latter  only  are  con- 
sidered, but  in  the  proportion  of  5'5  per  cent.  It  has  been 
just  shown,  that  40  per  cent,  of  the  subjects  dead  from 
typhoid  fever  exhibited  unequivocal  signs  of  recent  inflam- 
mation of  the  pleura. 

For  the  purpose  of  clearly  estimating  the  value  of  the 
differences  in  the  symptoms  and  lesions  of  structure  analysed 
in  the  preceding  papers,  it  will  be  necessary  here  briefly  to 
recapitulate  those  differences. 

Age. — Typhoid  fever  was  limited,  in  the  cases  here  con- 
sidered, to  persons  under  40  years  of  age ;  nearly  one-third  of 
the  forty-three  cases  of  typhus  were  more  than  50  years  of  age. 

Mode  of  Attack. — As  a  general  rule,  the  attack  of  typhoid 
fever  commenced  more  insidiously  than  that  of  typhus  fever. 
This  observation,  like  all  others  in  this  paper,  applies,  of 
course,  only  to  fatal  cases. 

Duration. — The  average  duration  of  the  fatal  cases  of 
typhoid  fever  was  22  days.  Of  the  fatal  cases  of  typhus  fever, 
14  days.  Half  the  cases  of  typhoid  fever  survived  the  20th 
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day  of  disease.  Not  a  single  case  of  typhus  fever  survived 
the  20th  day  of  disease. 

Eruption. — The  difference  in  the  appearance  of  the  erup- 
tion hi  the  two  diseases  was  as  great  as  it  well  could  be,  con- 
sidering that  both  were  of  a  reddish  hue. 

Miliary  Vesicles,  or  Sudamina. — These  vesicles  were 
present  in  an  equal  proportion  of  the  cases  of  both  diseases 
under  40  years  of  age.  But  in  no  cases  of  typhus  fever,  more 
than  40  years  of  age,  were  they  detected. 

Subsequent  experience  leads  me  to  believe  that  rniliary 
vesicles  are  rarely  seen  on  individuals  more  than  40  years  of 
age ;  and  very  rarely  indeed,  if  ever,  on  patients  more  than 
50  years  old.  I  have  during  the  last  year  (1849-50) — 
i.e.  since  my  attention  was  directed  to  this  point — seen  these 
bodies  on  no  one  of  the  many  patients  more  than  50  years  of 
age,  labouring  under  various  diseases,  that  have  come  under 
my  observation. 

Expression,  Manner,  Hue  of  Face,  etc. — As  the  rule,  in 
the  cases  of  typhoid  fever  here  analysed,  the  expression  was 
much  less  indicative  of  prostration,  and  more  anxious,  than 
in  the  cases  of  typhus  fever.  In  the  former  disease,  the 
complexion  was  tolerably  clear,  and  the  flush,  when  present, 
was  of  brightish  pink  colour,  limited  to  one  or  both  cheeks, 
and  often  distinctly  circumscribed.  In  typhus  fever,  on  the 
contrary,  the  complexion  was  thick  and  muddy,  the  flush  of 
the  face  uniform,  and  of  a  dusky  red  colour. 

Headache  was  a  constant  symptom  in  all  the  cases  of 
typhoid  and  typhus  fevers  ;  but  it  disappeared  by  about  the 
10th  or  12th  day  in  the  latter,  and  not  till  the  termina- 
tion of  the  second,  or  middle  of  the  third  week,  in  the 
former. 

Delirium  commenced  in  three  only  of  ten  cases  of 
typhoid  fever  before  the  14th  day ;  while  it  began  in  four- 
teen out  of  fifteen  cases  of  typhus  fever  before  the  14th  day. 
As  a  rule,  the  delirium  was  decidedly  more  active  in  typhoid 
than  in  typhus  fever. 

Somnolence. — In  eight  out  of  nine  cases  of  typhoid  fever, 
somnolence  commenced  after  the  14th  day  of  disease.  In 
seventeen  out  of  eighteen  cases  of  typhus,  before  the  ter- 
mination of  the  second  week. 
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Coma-Vigil — One-fifth  of  the  cases  of  typhus  fever  ex- 
perienced coma- vigil;  not  a  single  case  of  typhoid  fever 
experienced  that  condition. 

Spasmodic  Movements  were  nearly  equally  frequent  in 
the  two  diseases. 

Retention  of  Urine,  and  Involuntary  Discharge  of  Urine 
and  Stools,  occurred  with  equal  frequency  in  the  two  dis- 
eases ;  but  at  a  much  earlier  date  in  typhus  than  in  typhoid. 

Loss  of  Muscular  Power. — Little  more  than  a  fourth  of 
the  patients  attacked  with  typings  fever  kept  their  bed 
entirely  before  the  7th  day  of  disease.  All  the  patients 
affected  with  typhus,  whose  cases  are  here  considered,  took 
altogether  to  their  beds  before  the  7th  day  of  disease. 

The  prostration  was  rarely  so  extreme  in  the  cases  of 
typhoid  fever  as  in  those  of  typhus  fever.  Extreme  pros- 
tration, when  it  did  occur  in  typhoid  fever,  was  not  observed 
till  from  the  14th  to  the  30th  day,  while  in  a  large  majority 
of  the  cases  of  typhus  fever  it  was  marked  between  the  9th 
and  12th  day  of  disease. 

Epistaxis  was  present  in  five  of  fifteen  cases  of  typhoid 
lever — in  not  one  of  twenty-three  cases  of  typhus  fever. 

Hearing  was  equally  and  similarly  affected  hi  the  two 
diseases. 

Eyes. — The  conjunctives  were  very  much  more  constantly 
and  intensely  injected  in  the  cases  of  typhus  than  in  those 
of  typhoid  fever;  the  pupils  were  absolutely  larger  than 
natural  in  a  majority  of  the  cases  of  the  latter  disease,  while 
they  were  abnormally  contracted  in  a  large  majority  of  the 
cases  of  the  former  affection. 

Tongue. — Although  individual  cases  of  the  two  diseases 
may  have  closely  resembled  each  other  in  the  appearance 
of  the  tongue,  yet,  taking  the  whole  of  either  group  of  cases, 
this  organ  presented  a  singularly  different  aspect  in  the  one 
from  what  it  did  in  the  other.  It  was  much  more  fre- 
quently moist  throughout  the  disease  in  typhoid  than  in 
typhus  fever.  When  dry,  it  was  often  red,  glazed,  and  fis- 
sured in  the  former;  rarely  so  in  the  latter.  Again,  hi 
typhoid  fever,  when  the  tongue  was  brown,  its  hue  was  much 
less  deep — it  was  of  a  yellowish,  instead  of  a  blackish, 
brown.  The  small  dry  tongue,  with  red  tip  and  edges, 
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smooth,  pale  brownish-yellow  fur,  fissured — the  surface  seen 
between  the  fissures  being  deep  red — may  be  considered 
differentially  as  a  diagnostic  sign  of  typhoid  fever.  One 
only  of  twenty  patients  affected  with  typhoid  fever,  but  eight 
of  forty  patients  labouring  under  typhus  fever,  were  unable 
to  protrude  the  tongue  when  bidden.1 

Intestinal  Hemorrhage  occurred  in  one-third  of  the 
patients  affected  with  typhoid  fever — in  none  of  those  suffer- 
ing from  typhus  fever.2 

The  other  abdominal  symptoms  and  signs  need  no  re- 
capitulation. 

Appetite  and  Thirst. — No  difference  in  the  two  diseases. 

Pulse. — The  frequency  of  the  pulse  fluctuated  much  more, 
from  day  to  day,  in  the  cases  of  typhoid  than  in  those  of 
typhus  fever. 

Cough  and  Physical  Chest  Signs. — Sonorous  rale  was 
very  much  more  frequently  present  in  the  cases  of  typhoid 
than  in  those  of  typhus  fever — i.e.  it  was  present  in  eleven 
out  of  twelve  cases  of  the  former,  and  in  seven  only  of 
twenty-one  cases  of  the  latter.  Duhiess  of  the  most  de- 
pending part  of  the  chest,  from  intense  congestion  of  the 
lung,  was  observed  in  nine  cases  of  typhus  fever — in  no  case 
of  typhoid  fever. 

Sloughing  appeared  to  be  nearly  equally  frequent  in  the 
two  diseases.* 

Erysipelas  occurred  in  seven  of  the  twenty-three — i.e.  in 
nearly  a  third  of  the  cases  of  typhoid  fever ;  in  two  only  of 
the  forty-three  cases  of  typhus  fever — i.e.  in  less  than  one- 
twentieth  of  them. 

Cadaveric  Rigidity  ceased  much  more  quickly  in  the 
subjects  dead  from  typhus  fever  than  from  typhoid  fever. 

Discoloration  of  the  Walls  of  the  Abdomen,  and  of  the 
Skin  covering  the  larger  Veins,  was  much  more  frequently 
present  in  those  dead  from  typhus  than  typhoid  fever. 

1  This  clearly  indicates  the  difference  in  the  amount  of  prostration  in  the 
two  diseases. 

2  I  may  remark  that,  in  one  case  only  of  typhus  fever,  received  into  the 
London  Fever  Hospital  during  the  last  three  years  (1847-49),  has  blood  passed 
from  the  bowels.     The  case  referred  to  was  that  of  an  old  man,  who  had 
hemorrhoids,  which  occasionally  bled  when  he  was  in  health.     During  the 
time  specified,  notes  of  near  2000  cases  have  been  taken. 
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Emaciation  had  made  greater  progress  in  the  typhoid 
than  hi  the  typhus  subjects. 

Spots. — The  spots  observed  during  the  progress  of  the 
cases  of  typhus  fever  continued  after  death ;  no  trace  of  the 
spots  visible  during  life  could  be  detected  after  death  from 
typhoid  fever. 

Head. — After  typhoid  fever,  the  pia  mater  and  arach- 
noid separated  from  the  convolutions  with  abnormal  facility 
in  one  only  of  nine  cases  examined  with  reference  to  the 
point.  The  vessels  of  the  pia  mater  were  abnormally  filled 
with  blood  in  one-third  of  the  cases,  but  intensely  con- 
gested in  one  only  of  fifteen  cases ;  the  cerebral  substance 
was  congested  in  one-seventh  of  the  cases.  After  typhus 
fever,  the  pia  mater  and  arachnoid  separated  with  abnormal 
facility  in  nine  of  eleven  cases  of  which  notes  on  the  point 
were  made.  The  vessels  of  the  pia  mater  were  congested  in 
nearly  half,  and  intensely  congested  in  one-fifth,  of  the  whole 
of  the  cases ;  while  the  cerebral  substance  itself  was  abnor- 
mally congested  in  half  the  cases. 

Hemorrhage  into  the  Cavity  of  the  Arachnoid,  which  was 
not  found  in  a  single  case  of  typhoid  fever,  had  occurred 
before  death  in  one-eighth  of  the  cases  of  typhus  fever. 

The  amount  of  serosity  found  within  the  cranial  cavity 
was  decidedly  greater  after  typhus  than  typhoid  fever. 

Pharynx. — After  typhoid  fever,  this  organ  was  found 
ulcerated  in  one-third  of  the  cases.  After  typhus  fever, 
ulceration  of  the  pharynx  was  not  detected  in  a  single  case. 

Larynx. — Ulceration  of  the  larynx  was  found  in  one  of 
fifteen  subjects  dead  from  typhoid  fever — in  one  of  twenty-six 
from  typhus  fever. 

(Esophagus. — After  typhoid  fever,  ulcerated  in  one  of 
fifteen  cases  in  which  it  was  examined.  After  typhus  fever, 
the  oesophagus  was  free  from  ulceration  in  all  the  twenty-four 
cases  in  which  it  was  examined. 

The  epithelium  separated  from  the  oesophagus  spon- 
taneously at  an  earlier  period  after  death  from  the  latter 
than  the  former  disease. 

Stomach. — In  none  of  the  fifteen  cases  examined  after 
death  from  typhoid  fever  was  the  mucous  membrane  of  the 
stomach  softened  throughout  its  whole  extent;  in  no  case 
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did  softening  of  the  cardiac  extremity  approach  perforation. 
In  four  of  thirty-seven  cases  of  typhus  fever  the  whole  mucous 
membrane  of  the  stomach  was  softened ;  and  in  four  others 
there  was  such  extreme  softening  of  the  whole  of  the  coats 
of  the  great  cul-de-sac,  that  they  were  perforated  by  the 
slightest  violence. 

Small  Intestines  and  Mesenteric  Glands. — The  presence 
or  absence  of  lesion  of  these  organs  was  the  ground  on 
which  the  cases  of  typhoid  and  typhus  fever  here  analysed 
were  divided  from  each  other, — consequently  they  were  in- 
variably diseased  in  the  one  and  normal  in  the  other. 

Large  Intestines. — After  death  from  typhoid  fever,  the 
mucous  membrane  of  the  large  intestines  was  found  ulcerated 
in  rather  more  than  a  third  of  twenty  cases.  In  no  instance 
after  death  from  typhus  fever. 

Peritoneum,. — As  peritonitis  was  in  typhoid  fever  secon- 
dary to,  and  dependent  on,  the  entero-mesenteric  disease,  it 
may  here  be  excluded  from  consideration. 

Spleen. — This  organ  was  enlarged  in  all  the  cases  of 
typhoid  fever — softened  in  one- third  of  the  cases  only. 
Before  the  age  of  50,  it  was  as  large  after  typhus  as  typhoid 
fever ;  after  that  age,  it  was  decidedly  smaller  in  the  former 
than  in  the  latter  affection.  After  the  age  of  50,  it  was  as 
soft  in  typhus  as  in  typhoid  fever ;  before  that  age  it  was  less 
frequently  softened. 

Gall-Bladder. — There  was  ulceration  of  the  lining  mem- 
brane of  the  gall-bladder  in  one  of  fourteen  cases  of  typhoid 
fever ;  in  none  of  thirty-one  cases  of  typhus  fever.  In  the 
latter  disease  the  bile  was  much  thicker,  and  of  a  darker 
green  colour,  than  in  the  former.1 

Liver,  Pancreas,  Kidneys. — These  organs  were  more 
flabby  in  the  cases  of  typhus  than  in  those  of  typhoid  fever. 

Urinary  Bladder. — This  viscus  was  ulcerated  in  one  of  the 
cases  of  typhoid  fever ;  in  none  of  the  cases  of  typhus  fever. 

Pericardium. — This  cavity  contained  a  small  amount  of 
yeUowish  transparent  serosity  in  all  the  cases  of  typhoid 
fever  examined.  The  contained  serosity  was  red,  from 

1  The  condition  of  the  bile,  as  found  after  death  in  these  two  diseases,  is 
worthy  of  more  careful  investigation.  The  difference  in  appearance  is,  in  a 
large  majority  of  cases,  well  marked. 
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transudation  of  a  solution  of  hsematosin,  in  five  of  thirty-one 
cases  of  typhus  fever,  in  which  the  pericardium  was  examined 
before  the  termination  of  the  fever. 

Heart. — The  muscular  tissue  of  this  organ  was  much  more 
frequently  and  decidedly  flabby,  and  its  lining  membrane 
was  much  more  frequently  and  deeply  stained  of  a  dark  red 
colour,  in  the  cases  of  typhus  fever  than  in  those  of  typhoid 
fever. 

Jjungs. — Granular  and  non-granular  lobular  consolidation 
were  very  frequent  in  the  subjects  dead  from  typhoid  fever — 
rare  in  those  dead  from  typhus  fever.  The  reverse  was  the 
fact  with  reference  to  consolidation  from  congestion  of  the 
most  depending  part  of  the  lung. 

Pleura. — Recent  lymph  or  turbid  serosity  was  found  in 
six  of  fifteen  cases  of  typhoid  fever — i.e.  between  half  and 
one-third,  or  in  the  proportion  of  40  per  cent.  The  same 
lesions,  but  much  less  hi  amount,  were  found  in  two  only 
of  thirty-six  cases  of  typhus  fever — i.e.  one-sixteenth,  or  in 
the  proportion  of  5 '5  per  cent. 

The  particulars  here  briefly  recapitulated,  and  still  more 
those  fully  detailed  in  the  foregoing  pages,  appear  to  me 
to  prove  indisputably  that  the  symptoms,  course,  duration, 
anatomico-pathological  lesions,  and  the  tendency  to  cadaveric 
changes,  are  different  in  typhoid  fever  from  what  they  are 
in  typhus  fever. 

To  account  for  the  differences  in  symptoms  which  exist 
in  continued  fever,  with  and  without  entero-mesenteric  dis- 
ease, the  two  following  assertions  have  been  put  forward  : — 

1st.  That  typhoid  fever  is  merely  typhus  fever  compli- 
cated with  lesion  of  a  particular  organ  ;  and  therefore  it  is  to 
be  expected  that  certain  symptoms  referable  to,  and  depen- 
dent on,  that  lesion  will  be  present,  and  so  far  modify  the 
symptoms  of  the  disease.  If  the  symptoms  and  signs  re- 
ferable to  the  intestinal  disease  as  a  cause — i.e.  the  condi- 
tion of  the  tongue,  the  diarrhoaa,  increased  resonance,  and 
fulness  of  the  abdomen,  gurgling  in  the  iliac  fossa,  pain  and 
tenderness  in  the  same  region,  or  even  the  daily  fluctuations 
in  frequency  of  the  pulse — were  the  only  symptoms  by  which 
typhoid  fever  was  separated  from  typhus  fever,  although  the 
idea  might  cross  the  mind  that  they  were  two  diseases,  no 
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sufficient  ground  for  their  separation  would  be  present,  unless 
the  specific  cause  of  the  one  was  proved  to  be  different  from 
that  of  the  other.  But,  putting  aside  the  symptoms  strictly 
referable  to  the  abdominal  lesion,  the  general  symptoms  of 
the  two  diseases,  in  the  cases  here  analysed,  differed  widely ; 
such  differences  having  no  apparent  connection  with  the 
local  affection,  but  being  probably,  like  it,  dependent  on  some 
common  cause  acting  on  the  whole  system  simultaneously. 

Thus  the  remarkable  differences  in  the  kind,  not  simply 
amount,1  of  the  rash  in  the  two  diseases ;  and  the  tendency  to 
local  inflammations,  to  erysipelas,  and  to  ulceration,  observed 
in  the  cases  of  typhoid  fever  here  analysed,  cannot,  with  any 
show  of  reason,  be  considered  to  have  been  dependent  on  the 
disease  of  Peyer's  patches — i.e.  in  the  same  way  as  the 
abdominal  signs  undoubtedly  were  ;  and  it  is  to  be  carefully 
borne  in  mind  that  the  external,  the  hygienic,  conditions  of 
either  group  of  cases,  were  precisely  the  same  in  all  respects. 
They  occupied  the  same  wards,  partook  of  the  same  diet,  slept 
on  the  same  beds,  under  the  same  amount  of  clothing,  and 
had  the  same  physicians  to  attend  them,  and  the  same  nurses 
to  wait  on  them. 

Moreover,  of  the  symptoms  common  to  the  two,  the 
headache  continued  longer,  and  the  delirium  and  somnolence 
came  on,  as  we  have  seen,  much  later,  in  typhoid  than  in 
typhus  fever ;  and  the  delirium,  too,  possessed  a  more  active 
character.  These  differences,  also,  cannot  be  explained  by 
the  presence  of  intestinal  disease  in  the  former,  and  its 
absence  in  the  latter  affection. 

The  short  comparative  duration  of  the  cases  of  typhus 
fever,  here  considered,  is  another  remarkable  point  of 
difference,  totally  inexplicable  by  the  hypothesis,  that  typhoid 
fever  is  typhus  fever  with  intestinal  ulceration.  Had  the 
cases  eventually  recovered,  it  might  have  been  said,  that  the 
intestinal  lesion  prolonged  the  disease  in  the  cases  of  typhoid 
fever ;  but  that  all  the  fatal  cases  of  fever,  with  a  local  lesion 
of  so  severe  a  nature  as  that  recorded  to  have  been  present 
in  the  cases  of  typhoid  fever,  should  have  had  a  much  longer 

1  I  have  elsewhere  shown  that  the  rash  and  the  intestinal  disease  cannot 
be  considered  supplementary  of  each  other.  See  Medical  Times,  December 
1849,  and  January  1850  (reprinted  in  the  present  volume,  vide  infra). 

I 
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course  than  all  those  other  fatal  cases  of  fever  in  which  no 
organic  change  of  structure  could  be  detected  after  death, 
appears  to  me  inexplicable,  on  the  supposition  that  the 
former  is  simply  the  latter  disease,  with  this  serious  lesion 
superadded.  Let  me  repeat,  by  this  hypothesis  we  are  asked 
to  imagine  that  death  is  retarded  in  fever  by  extensive 
ulceration  of  the  small  intestines,  and  enlargement,  softening, 
and  even  suppuration  of  the  mesenteric  glands.  Surely  it 
behoves  the  supporters  of  such  a  statement  to  bring  forward 
cogent  proofs  of  the  identity  of  the  specific  cause  of  the  two 
affections  ere  they  ask  us  to  admit  its  truth. 

The  same  mode  of  reasoning  appears  to  me  equally 
conclusive,  when  we  consider  the  comparatively  early  period 
of  the  disease  at  which  the  patients,  suffering  from  fever,  lost 
the  ability  to  make  muscular  exertion.  For  to  suppose  that 
the  presence  of  abdominal  complication  in  fever  invariably 
prevented  the  extremely  early  supervention  of  debility,  is,  a 
priori,  still  more  absurd  than  to  suppose  such  lesions  to 
have  retarded  death.  How,  again,  are  we  to  explain,  if  we 
regard  typhoid  as  typhus  with  abdominal  complication,  the 
differences  observed  in  the  ages  of  the  patients,  in  their 
general  manner ;  the  muddy  hue  of  the  skin,  and  uniform 
flush  of  the  face,  the  injected  conjunctivas,  and  contracted 
pupils  in  typhus  fever ;  and  the  comparatively  clear  complex- 
ion, the  pink  flush  limited  to  the  cheeks,  the  pale  conjunctivas 
and  the  large  pupils,  in  typhoid  fever  ? 

In  what  way,  also,  are  we  to  account  for  the  differences 
observed  in  the  physical  breath-signs,  on  the  supposition  that 
the  one  is  merely  the  other,  with  abdominal  complication  ? 

Death  itself,  moreover,  adds  new  proof  to  the  non-identity 
of  the  general  affection  in  the  two  diseases.  The  compara- 
tively rapid  loss  of  muscular  rigidity,  the  discoloration  of 
the  surface,  the  more  flabby  condition  of  the  heart,  liver,  and 
kidneys,  the  extreme  softening  of  the  stomach,  and  the  early 
separation  of  the  epithelium,  after  typhus  fever,  are  all 
cadaveric  changes,  by  which  death  makes  us  cognisant  of  a 
condition  of  the  system  at  large,  which  condition  must  have 
existed  anterior  to  the  cessation  of  life  from  that  disease ;  and 
which  condition  could  not  have  been  present  in  the  cases  of 
typhoid  fever,  or  death  would  have  made  it  manifest. 
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I  need  not  here  more  than  advert  to  the  difference 
observed  in  the  lesions  which  death  simply  enabled  us  to  lay 
bare.  The  almost  constantly  congested  brain  and  mem- 
branes in  typhus  fever ;  the  frequent  presence  of  the  signs 
of  pre-existing  serous  inflammation  in  typhoid  fever;  the 
difference  in  the  nature  of  the  pulmonary  lesions  in  the  two 
— are  inexplicable  on  the  supposition  that  the  one  disease  is 
the  same  as  the  other,  excepting  so  far  as  concerns  the 
abdominal  affection. 

Thus  tried  by  facts — i.e.  by  recorded  symptoms  and 
lesions, — the  assertion  that  typhoid  fever  is  merely  typhus 
fever  with  abdominal  complication,  is  completely  refuted. 

2nd.  But  another  mode  of  explaining  the  differences  which 
exist  between  the  two  diseases  has  been  given — i.e.  that  the 
differences  observed  depend  on  variations  in  the  '  epidemic 
constitution.'  These  cases  afford  a  complete  answer  to  this 
assertion.  For  the  majority  of  the  cases  here  analysed  of 
both  diseases  were  observed  during  the  same  epidemic 
constitution.  If  the  reader  will  refer  to  p.  9,  he  will  find 
that- nineteen  of  the  cases  of  typhus  fever  I  have  used  in  this 
analysis  were  collected  between  May  and  November  1848 ; 
and  that  thirteen  of  the  cases  of  typhoid  fever  were  collected 
during  the  same  months  of  the  same  year.  For  such  as 
prefer  broad  general  assertions  to  the  details  of  particular  but 
more  limited  facts,  I  may  remark,  that  during  three  years' 
attentive  watching  of  nearly  all  the  cases  admitted  into  the 
London  Fever  Hospital,  in  which  time  there  have  been 
epidemics  of  relapsing  fever,  typhus  fever,  and  cholera — and, 
consequently,  according  to  those  whose  opinions  I  am  here 
examining,  as  many  changes  in  epidemic  constitution — I 
have  seen  no  alteration  in  the  general  or  particular  symptoms 
of  either  typhus  or  typhoid  fevers,  or  the  lesions  observed 
after  death  from  either — i.e.  from  November  1846  to 
November  1849.  The  cases  of  typhoid  fever — which  disease 
is  rarely  absent  for  a  fortnight  from  the  wards  of  the  hospital, 
— preserved  their  symptoms  unchanged,  and  presented  the 
same  lesions,  whatever  the  epidemic  constitution  that 
prevailed ;  the  same  is  true  of  typhus  fever.  Cases  of 
the  latter  disease  are  also  rarely  absent  from  the  wards  of 
the  same  institution.  It  is  there  common  to  see  patients 
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occupying  beds  side  by  side,  and  presenting  respectively  the 
well-marked  characters  of  either  disease. 

But  to  return  to  the  particular  cases  here  analysed. 
Allowing  to  epidemic  constitution  all  the  power  of  modifying 
disease  claimed  for  it  by  certain  writers,  it  must  be  granted 
that  whatever  influence  this  epidemic  constitution  exercised 
over  the  group  of  cases  without  intestinal  lesion,  it  ought  to 
have  exercised  over  the  group  of  cases  with  intestinal  lesion, 
because  the  cases  of  the  two  groups  were  scattered  indis- 
criminately over  the  space  of  two  years  only.  If,  I  repeat, 
the  two  affections  were  really  the  same  disease,  then  the  same 
epidemic  constitution  ought  to  have  impressed  on  both  the 
same  general  features,  implanted  in  both  the  same  local 
lesions,  and  given  to  both  the  same  tendency  to  cadaveric 
change,  and  this  allowing  for  all  the  modifying  influence 
which  the  accidental  presence  of  the  abdominal  lesion  in  the 
one  and  its  absence  from  the  other  group  might  have 
occasioned.  The  analysis  of  every  sympton  and  every  lesion 
shows  that  the  two  affections  were  not  thus  assimilated  by 
the  prevalence  of  any  particular  epidemic  constitution.  But 
if  this  epidemic  constitution,  by  any  stretch  of  the  imagina- 
tion, could  be  supposed  to  change  from  week  to  week,  to 
cause  the  case  attacked  to-day  to  have  typhus  fever,  the 
individual  who  takes  the  disease  to-morrow  to  have  typhoid 
fever,  still,  it  could  not  account  for  the  fact, — as  well 
established  as  any  fact  in  medicine, — that  typhoid  fever 
rarely,  if  ever,  affects  persons  more  than  fifty  years  of  age ; 
while  age  exerts  little  influence  in  determining  the  occur- 
rence of  typhus  fever. 

Thus,  then,  the  assertion  that  typhoid  fever  is  merely 
typhus  fever  modified  by  the  prevailing  epidemic  constitution, 
is  as  irreconcilable  with  facts,  as  that  the  former  disease  is 
simply  the  latter  with  abdominal  complication. 

To  conclude, — At  the  commencement  of  this  analysis  I 
proposed  to  examine  whether  typhoid  fever  and  typhus  fever 
differed  from  each  other  in  the  same  way  as  small-pox  and 
scarlet  fever  differed  from  each  other ;  and,  for  the  purpose 
of  comparison,  I  laid  down  certain  grounds,  as  those  on 
which  we  founded  our  belief  in  the  non-identity  of  the  two 
last-named  diseases.  Those  grounds  were :— 
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1st,  In  the  vast  majority  of  cases  the  general  symptoms 
differ— •i.e.  of  sinall-pox  and  scarlet  fever. 

[This  holds  equally  true  with  respect  to  the  general 
symptoms  of  typhoid  and  typhus  fevers.] 

2nd,  The  eruptions,  the  diagnostic  characters,  if  present, 
are  never  identical — i.e.  in  small-pox  and  scarlet  fever. 

[The  particulars  detailed  in  the  foregoing  papers  prove 
that  this  is  as  true  of  the  eruptions  of  typhoid  and  typhus 
fever,  as  of  those  of  small-pox  and  scarlet  fever.] 

3rd,  The  anatomical  character  of  small-pox  is  never  seen 
in  scarlet  fever. 

[Just  in  the  same  way  the  anatomical  character  of  typhoid 
fever — i.e.  lesion  of  Peyer's  patches  and  the  mesenteric  glands 
— is  never  seen  in  typhus  fever.] 

4th,  Both  —  i.e.  small-pox  and  scarlet  fever  —  being 
contagious  diseases,  the  one  by  no  combination  of  individual 
peculiarities,  atmospheric  variations,  epidemic  constitutions, 
or  hygienic  conditions,  can  give  rise  to  the  other. 

[I  have  here  not  attempted  to  determine  how  far  this 
holds  true  with  respect  to  typhoid  and  typhus  fevers ;  but  I 
have  considered  it  in  a  paper  read  before  the  Medico- 
Chirurgical  Society  of  London,  December  1849,1  the  contents 
of  which  I  may  anticipate  so  far  as  to  state,  that  to  my  mind 
the  origin  of  the  two  diseases  from  distinct  specific  causes,  is 
as  clearly  proved  as  that  scarlet  fever  and  small-pox  arise 
from  distinct  specific  causes.] 

5th,  The  epidemic  constitution,  favourable  to  the  origin, 
spread,  or  peculiarity  in  form  or  severity  of  either — i.e.  small- 
pox and  scarlet  fever — has  no  influence  over  the  other, 
excepting  that  which  it  exerts  over  disease  in  general. 

[The  facts  detailed  in  these  pages  prove  that  this  holds 
as  true  of  typhoid  and  typhus  fevers  as  of  small-pox  and 
scarlet  fever.] 

If,  then,  the  above  are  the  grounds — and,  after  mature 
deliberation,  I  am  able  to  assign  no  others — for  the  separation 
of  small-pox  from  scarlet  fever,  I  think  it  is  indisputably 
proved,  that  typhoid  fever  and  typhus  fever  are  equally 
distinct  diseases; — not  mere  varieties  of  each  other,  but 
specifically  distinct, — specific  distinction  being  shown  in 

1  See  page  139  et  seq. 
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typhoid  and  typhus  fevers,  as  in  small-pox  and  scarlet  fever, 
by  the  difference  of  their  symptoms,  course,  duration,  lesions, 
and  cause. 

Before  concluding,  I  ought  to  observe  that,  with  respect 
to  some  secondary  points — e.g.  the  chronological  relation  be- 
tween the  laryngeal  and  pharyngeal  affections — it  may  be 
considered  that  I  have  drawn  general  conclusions  from  a  too 
limited  number  of  facts.  But  a  few  facts,  impartially  observed, 
minutely  recorded,  and  carefully  analysed,  are,  I  believe, 
more  likely  to  give  correct  results  than  a  multitude  of  general 
observations ;  and,  moreover,  I  believe  most  men  would  be 
astonished  if  they  had  in  numbers  all  the  cases  of  any  given 
disease  they  had  ever  seen,  yet  concerning  which  they  have 
generalised.  The  method  I  have  adopted,  however  prolix  it 
may  be,  however  difficult  to  conform  to,  however  tedious  the 
details  into  which  it  leads,  has  this  advantage,  that  if  the 
observer  be  honest  and  capable  of  noting  what  is  before  him, 
thinking  men  may  judge  of  the  value  of  his  facts,  the  force 
of  his  reasoning,  and  the  correctness  of  his  conclusion; 
whereas,  general  observations,  while  they  are  totally  incapable 
of  proving  anything,  are  exposed  to  all  the  fallacies  of  definite 
statements,  because  the  one,  like  the  other,  rests  ultimately 
on  the  accuracy  of  the  facts  observed.  If  the  observations,  on 
which  any  reasoning  is  founded,  be  erroneous,  no  cloaking  of 
those  observations  in  general  terms  can  render  the  conclusions 
correct.  It  has  been  objected  to  definite  numerical  state- 
ments, that  they  mislead  the  reader  by  an  appearance  of 
accuracy,  in  cases  where  there  has  been  great  inaccuracy  in 
observation.  This  objection  appears  to  me  to  he  against  the 
condition  of  the  reader's  mind  and  not  against  the  method. 
For  if  the  reader  fails  to  examine,  1st,  the  trustworthiness 
of  the  author,  and  2ndly,  the  legitimacy  of  his  conclusions, 
the  fault  is,  obviously,  mentally  his  own,  and  in  noways  to  be 
ascribed  to  the  method.  Because  chemists  have,  by  the 
imperfection  of  their  analyses,  arrived  at  incorrect  conclusions 
as  to  the  ultimate  constitution  of  various  organic  bodies,  we 
surely  would  not  have  them  henceforth  confine  themselves  to 
the  general  impressions  produced  on  their  minds  by  a  series 
of  experiments  or  observations.  The  more  complicated  the 
problem  to  be  solved,  the  more  careful  ought  we  to  be  that 
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every  step  in  its  solution  is  made  correctly.  How  complex 
questions,  such  as  arise  in  medicine,  are  to  be  determined 
mentally — i.e.  without  the  aid  of  figures — by  ordinary  men, 
I  am  at  a  loss  to  conceive.  Yet  physicians  think  to  solve,  by 
mental  reveries,  problems  in  comparison  with  which  the  most 
difficult  that  the  most  renowned  mental  calculators  ever 
answered  were  mere  child's-play ;  and  not  only  do  they  think 
to  solve  these  problems,  but  to  carry  in  their  minds  for  years 
the  complicated  materials  by  which  they  are  to  be  solved. 

Who  can  tell  what  general  statements  are  worth,  without 
knowing  on  what  evidence  they  rest  ?  One  man's  many  is 
another's  few.  Last  month4(0ctober)  I  saw  thirty  cases  of  fever, 
— to  me  these  were  few ;  to  men  with  smaller  opportunities 
of  observing  that  disease,  they  would  have  been  many.  One 
man's  frequent  is  another's  seldom. 

So  much  for  the  method  I  have  adopted. 

Finally,  as  an  apology  for  the  length  to  which  this  analysis 
has  extended,  I  may  quote  the  following  passage  from  the 
learned  professor  of  physic  in  the  Transylvanian  University : 
— -"This  question  of  the  essential  likeness  or  unlikeness  of 
these  two  diseases, — typhus  and  typhoid  fever, — is  one  of  the 
most  important  and  interesting  questions  of  specific  diagnosis 
that  has  ever  occupied  the  attention  of  physicians ; "  and  may 
observe,  that  if  ever  the  question  is  to  be  settled,  it  must  be 
by  a  careful  analysis  of  all  the  symptoms,  and  all  the  patho- 
logical lesions,  observed  in  all  the  cases  of  the  two  diseases 
which  fall  under  the  observation  of  the  same  physician  during 
any  given  period  of  time,  and  then  by  tracing  a  number  of 
cases  of  either  disease  back  to  their  specific  cause. 
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ON  THE  IDENTITY  OE  NON-IDENTITY  OF 

THE    SPECIFIC    CAUSE    OF    TYPHOID, 

TYPHUS,  AND  RELAPSING  FEVER1 

THERE  are  certain  diseases  which  have  peculiarities  common 
to  all,  so  characteristic,  that,  although  we  are  ignorant  of 
their  intimate  nature,  and  even  of  their  exact  seat,  yet  they 
naturally  group  themselves  together  and  form  a  class  admit- 
ting of  one  general  description.  This  class  exhibits  equally 
natural  subdivisions.  The  species,  of  which  these  subdivi- 
sions are  formed,  are  distinguished  from  each  other  by 
peculiarities  even  more  marked,  if  possible,  than  the  class  in 
which  they  are  included  is  from  all  other  classes.  The  great 
class  to  which  I  refer  is  that  of — 

Acute  febrile  diseases,  having  a  determinate  duration,  and 
dependent  for  their  origin  on  specific  causes. 

It  includes,  as  distinct  species,  smallpox,  measles,  scarlet 
fever,  typhus  fever,  typhoid  fever,  and  relapsing  fever.  For 
many  years  the  first  three  were  confounded  under  one  name, 
and  it  was  only  after  the  publication  of  Dr.  Withering's 
essay  that  measles  and  scarlet  fever  were  regarded  as  distinct 
affections,  i.e.  distinct  as  to  their  course,  their  symptoms, 
their  lesions,  and  their  causes.  The  three  last-enumerated 
diseases  are  yet,  by  many,  looked  on  as  but  varieties  of  one 
disease,  which  merely  presents  differences  in  its  phases  ac- 
cording to  epidemic  constitutions,  individual  peculiarities, 
and  hygienic  conditions.  The  great  work  of  Louis  on  the 
Typhoid  Affection,  by  affording  a  standard  of  comparison, 
materially  lightened  the  labour  of  separating  from  that 
disease  those  which  had  previously  been  grouped  with  it. 

.     1  Read  before  the  Royal  Medical  and  Chirurgical  Society  on  Dec.  11,  1849, 
and  published  in  vol.  xxxiii.  of  the  Society's  Transactions. 
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The  paper  of  Dr.  Gerhard,  in  the  American  Journal  of 
Medical  Sciences  for  1837 ;  the  cases  collected  by  Dr.  Shat- 
tuck,1  and  so  ably  analysed  by  M.  Valleix ; 2  and  the  excellent 
paper  of  Dr.  Stewart,3  in  1840,  rendered  it  highly  probable, 
although  they  did  not  prove,4  that  typhoid  fever  and  typhus 
fever  were  absolutely  distinct  from  each  other,  i.e.  were  two 
species  of  disease,  and  not  varieties  of  one  affection. 

In  the  Monthly  Journal  of  the  present  year  I  have 
attempted  to  determine  absolutely  the  question  of  their 
identity,  by  an  analysis  of  the  course,  the  symptoms  and  the 
lesions  of  structure  found  after  death  in  a  certain  number 
of  fatal  cases,  collected  by  myself  during  one  epidemic.5  It 
appeared  to  me  that  the  conclusion  which  flows  from  that 
analysis  is,  that,  so  far  as  concerns  their  course,  symptoms, 
and  lesions,  no  two  diseases  can  be  more  distinct.  But  not 
only  do  the  diseases,  i.e.  smallpox,  measles,  and  scarlet  fever, 
with  which  I  have  classed  these  fevers,  differ  from  each 
other  in  course,  symptoms,  and  lesions,  but  they  differ  also 
with  respect  to  the  nature  of  their  exciting  cause.  That 
cause  is  specific.  We  can  generate  inflammation  of  any 
organ  at  will  by  a  variety  of  means ;  but  by  the  application 
of  0716  cause  only  can  we  excite  smallpox,  measles,  or  scarlet 
fever.  In  like  manner,  typhoid  fever,  typhus  fever,  and 
relapsing  fever  must  require  for  their  production  the  appli- 
cation of  distinct  specific  causes,  if  they  be  distinct  diseases 
belonging  to  the  same  class  as  smallpox,  etc. 

The  peculiarity  which  entitles  a  cause  to  be  termed 
specific,  is  that  of  exciting  in  those  exposed  to  its  action  one, 

1  'Observations  of  Typhus  and  Typhoid  Fever,'  a  paper  communicated 
to  the   Paris  Medical   Society  of  Observation  in  1838,   and  published  in 
American  Medical  Examiner,  February  and  March  1840, 

2  '  Du  Typhus  Fever  et  de  la  Fievre  Typhoide  d'Angleterre,'  Arch.  Gen. 
de  Med.,  Oct.  et  Nov.  1839. 

3  '  Some  considerations  on  the  Nature  and  Pathology  of  Typhus  and 
Typhoid  Fever,  applied  to  the  solution  of  the  question  of  their  identity  or 
non-identity,' — Edinburgh  Medical  and  Surgical  Journal,  October  1840. 

4  See   Christison  on  Fever,   Library  of  Medicine;     Watson's  Lectures, 
2d  edit.  ;  and  especially  vol.  xii.,  British  and  Foreign  Medical  Review,  in 
which  the  arguments  adduced  by  the  above-mentioned  and  other  authors  in 
favour  of  the  non-identity  of  typhoid  and  typhus  fever  are  ably  criticised, 
and  the  following  conclusion  arrived  at :  '  That  they  are  the  same  species 
of  disease,  but  different  varieties  of  that  species. ' 

5  See  pp.  1  to  135  of  present  volume. 
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and  only  one,  species  of  disease.  Further,  all  specific  causes, 
the  products  of  individuals  labouring  under  disease,  can 
excite  in  other  individuals  only  diseases  resembling  in  all 
essential  characters  those  present  in  the  individual  from 
whom  they  themselves  sprung.  Herein  lies  the  test,  the 
experimentum  crucis  by  which  the  absolute  non-identity  of 
smallpox,  measles,  and  scarlet  fever  is  proved;  for  if  the 
same  cause,  i.e.  the  poison  generated  by  either,  could  not 
only  produce  the  disease  from  which  it  had  its  origin,  but 
also  the  other  two,  then  the  three  affections  would  be  re- 
garded as  varieties  of  one  disease,  and  not  as  distinct  species ; 
just  as  scarlatina  simplex  and  anginosa,  and  scarlatina  sine 
eruptione,  are  varieties  of  each  other;  and  just  as  rubeola 
vulgaris,  rubeola  sine  catarrho,  and  perhaps  it  may  be  said, 
certain  catarrhs  without  rubeoloid  eruption  are  varieties  of 
each  other.  We  know,  however,  that  smallpox,  measles, 
and  scarlet  fever,  owe  their  origin  to  different  specific  causes, 
and  therefore  we  assert  that  they  are  distinct  diseases.  If 
the  same  difference  in  the  specific  cause  of  any  two  other 
affections  be  observed,  then,  however  trivial  the  differences 
in  their  symptoms,  they  too  must  be  held  to  be  distinct 
diseases :  d  fortiori,  will  this  be  true  of  diseases  differing 
from  each  other  so  widely  as  typhoid,  typhus,  and  relapsing 
fever,  in  course,  symptoms,  sequelae,  and  pathologico-anato- 
mical  lesions  ? 

The  object  of  this  paper  is  to  inquire  whether  the  specific 
cause  of  the  three  diseases  just  enumerated  is  identical  ? 

The  materials  used  for  the  solution  of  the  question  are 
the  cases  admitted  into  the  London  Fever  Hospital  during 
the  years  1847,  1848,  and  1849.1 

The  diagnosis  of  relapsing  fever  rests  on  the  peculiarity 
of  its  course  and  symptoms ;  of  typhoid  and  typhus  fevers, 
on  the  skin  eruption  when  present.  The  following  are  the 
diagnostic  symptoms  of  these  affections : 

RELAPSING  FEVER. — Sudden  rigors,  headache,  skin  hot 
and  dry,  tongue  white,  urine  high-coloured,  bowels  regular, 
occasional  or  frequent  vomiting,  loss  of  appetite,  absence  of 

i  To  the  medical  officers  of  this  institution,  and  especially  to  Dr.  Tweedie, 
I  am  indebted  for  the  liberality  with  which  I  have  been  permitted  to  make 
unrestrained  use  of  the  cases  admitted  into  its  wards. 
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abnormal  physical  abdominal  signs.  In  severe  cases,  jaun- 
dice, profuse  sweating  on  about  the  seventh  day,  followed  by 
apparent  restoration  to  health;  on  from  the  fifth  to  the 
eighth  day,  reckoning  from  the  apparent  convalescence, 
repetition  of  the  original  symptoms,  with  greater  or  less 
severity;  again  terminating  in  sweating,  and  then  perma- 
nent convalescence. 

TYPHOID  FEVER. — Rose  spots. — The  eruption  in  typhoid 
fever  appears  from  the  seventh  to  the  twelfth  day  of  the 
disease,  very  rarely  later,  and  still  more  rarely  at  an  earlier 
period.  The  characteristic  spots  are  frequently  preceded  for 
a  day  or  two  by  a  very  delicate  scarlet  tint  of  the  whole 
skin.1  The  eruption  itself  consists  of  small  spots  irregularly 
scattered  over  the  anterior  and  posterior  surface  of  the 
trunk.  The  number  of  spots  on  the  surface  at  one  time 
ordinarily  varies  from  six  to  twenty;  sometimes  there  are 
very  few,  at  other  times,  but  infinitely  more  rarely,  they  are 
so  thickly  seated  that  scarcely  an  interval  of  normal  cuticle 
is  left  between  them. 

The  separate  spots  are  circular,  and  of  a  bright  rose 
colour ;  this  hue  passes  insensibly  at  their  basis  into  that  of 
the  surrounding  cuticle.  Their  usual  diameter  is  about  two 
lines.  They  are  somewhat  elevated;  but,  although  per- 
ceptible to  the  finger  passed  lightly  over  the  surface,  they 
possess  none  of  the  seed-like  hardness  of  the  first  day's  erup- 
tion of  small-pox,  nor  are  they  so  prominent  and  perceptible 
to  the  touch  as  the  papulae  of  lichen.  Their  surface  is 
rounded,  lens-shaped,  never  acuminated.  No  trace  of  vesica- 
tion  can  be  detected  on  their  apices.  If  tolerably  firm 
pressure  be  made  on  these  spots,  they  entirely  disappear ;  but 
they  resume  their  distinctive  colour  and  elevation  as  the 
finger  is  being  withdrawn.  The  above  characters  are  pre- 
served by  each  spot  from  its  first  appearance  till  it  disap- 
pears. When,  however,  the  duration  of  a  spot  is  prolonged 
to  five  or  six  days,  it  usually  becomes  before  that  time  very 
small,  and  less  bright  in  colour ;  still,  however,  it  disappears 

1  This  tint  closely  resembles,  as  I  have  elsewhere  remarked,  that  of  the 
skin  of  a  person  soon  after  leaving  a  hot-bath.  It  is  important  to  be 
acquainted  with  it,  because  when  it  is  more  marked  than  usual,  and  sore 
throat  is  also  present,  it  may  be  mistaken  for  the  rash  of  scarlet  fever. 
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on  pressure.  The  ordinary  duration  of  each  spot  is  about 
two  days,  but  it  varies  from  two  to  six  days.  Fresh  spots 
appear  every  day  or  two  from  the  outset  of  the  eruption,  till 
from  the  twenty-first  to  the  twenty-eighth  day  of  disease. 
This  successive  daily  eruption  of  a  few  small,  very  slightly 
elevated,  rose-coloured  spots,  disappearing  on  pressure,  each 
spot  continuing  visible  for  three  or  four  days  only,  is,  so  far 
as  I  know,  peculiar  to,  and  absolutely  diagnostic  of,  typhoid 
fever. 

TYPHUS  FEVER — Mulberry  rash. — The  eruption  in  typhus 
fever  appears  on  from  the  fifth  to  the  seventh  day,  and 
reaches  its  maximum  amount  in  a  day  or  two.  It  occupies 
the  trunk  and  extremities,  and  occasionally  the  face.  It 
consists  of  distinct  spots  and  a  subcuticular  rash. 

The  frequent  absence  of  one  of  these  elements  of  the 
mulberry  rash,  the  different  proportions  they  bear  to  each 
other,  the  depth  of  hue  of  either,  as  well  as  the  changes  they 
undergo  in  their  physical  characters,  cause  considerable 
variations  in  the  appearance  of  the  rash  in  individual  cases. 

(1)  Distinct  Spots.  The  spots  vary  in  number.  Some- 
times they  are  very  few,  and  pretty  equally  diffused  over  the 
whole  surface;  at  others,  while  there  are  but  few  spots  on 
the  anterior  surface  of  the  trunk,  the  posterior  is  covered ;  or 
again,  they  may  be  innumerable  anteriorly  as  well  as  pos- 
teriorly, ordinarily  they  are  very  numerous.  Their  size 
varies  from  a  mere  point  to  two,  three,  or  four  lines  in 
diameter.  Sometimes  two  or  three  spots  coalescing,  give 
rise  to  very  large  irregularly-shaped  patches.  Each  spot 
passes  through  two,  and  in  many  cases,  three  stages. 

First  stage. — The  spots  on  their  first  appearance  are 
slightly  elevated,  somewhat  flattened  on  their  surface ;  have 
a  dusky  pinkish-red  colour,  somewhat  like  the  stains  of 
mulberry  juice ;  and  disappear  completely  on  pressure,  re- 
suming their  distinctive  appearances  as  the  finger  is  being 
withdrawn.  Second  stage. — In  from  one  to  three  days 
these  spots  undergo  a  marked  change ;  they  are  no  longer 
elevated  above  the  level  of  the  cuticle;  their  hue  grows 
darker  and  more  dingy;  and  instead  of  disappearing  on 
pressure,  they  only  fade,  i.e.  when  the  finger  is  firmly  pressed 
on  them  they  grow  paler,  but  do  not  entirely  disappear. 
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In  some  cases  the  spots,  after  reaching  this  stage,  pass  into 
faintly  marked,  reddish-brown  stains,  and  then  vanish. 
Third  stage. — In  many  cases,  and  especially  those  that  are 
severe,  the  spots  reach  a  third  stage ;  their  centres  become 
dark  purple,  and  are  unaltered  in  appearance  by  the  firmest 
pressure,  although  their  circumferences  still  fade ;  frequently 
entire  spots,  circumference  as  well  as  centre,  change  into 
petechise. 

The  duration  of  each  of  the  above-described  spots  is  from 
its  eruption  till  the  termination  of  the  disease.  But  a  few 
large,  almost  scarlet  patches,  are  occasionally  seen  on  the 
back  of  the  hand  on  the  fifth  or  sixth  day  of  the  disease ; 
these  usually  disappear  altogether  in  a  day  or  two. 

(2)  The  Subcuticular  Rash. — When  the  trunk  is  covered 
with  mulberry  rash,  many  of  the  spots  are  usually  pale,  very 
imperfectly  marked  as  spots,  and  run  into  each  other ;  these 
spots  are  seen  indistinctly,  as  if  seated  beneath  the  cuticle ; 
or  as  the  vulgar  say,  '  are  not  well  out.'  They  give  to  the 
skin  a  mottled  aspect,  and  on  this  mottled  surface,  as  on  a 
ground,  the  darker,  more  distinct,  and  decidedly  marked 
spots  are  situated.  Like  the  distinct  spots,  the  subcuticular 
rash  is  deepest  coloured  on  the  most  depending  parts  of  the 
body. 

The  subcuticular  rash  may  precede  or  be  preceded  for  a 
day  or  two  by  the  distinct  spots,  i.e.  the  eruption  is  for 
a  day  or  two  very  pale,  and  then  some  spots  grow  more 
distinct,  or  a  few  well-marked  spots  first  appear,  and  then 
after  a  day  or  two  the  rash  becomes  more  abundant.  The 
diagnostic  characters  which  separate  the  spots  of  typhoid 
from  those  of  typhus  fever  are  then  derived  from  the  colour, 
shape,  duration,  and  the  changes  in  physical  characters 
which  each  spot  severally  experiences  in  the  course  of  these 
diseases. 


Fig.  1 


Rose  spots,  diagnostic  of  Typhoid  Fever,  from  a  boy  on  the  12th  day  of  disease,  by  W  J 


Fig   2 


1st  Stage  of  the  Mulberry  Rash  diagnostic  of Typhus  Fever,  showing  the  slightly 
elevated  spots  and  the  suWuticuiar  rash,  from  a  man  on  the  6th  day  of  disease,  by  W.  J. 


Fig   3 


2nd  &  3rd  stages  of  the  Mulberry  Rash  diagnostic  of  Typhus  Fever,  showing  the  non-elevated 
spots  and  subcuticuiar  rash,  on  the  12th  day  of  disease     From  nature,  by  W.  H.  0.  Sankey,  MB 
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Into  these  tables  are  collected  all  the  cases  in  which  more 
than  one  of  a  family,  or  more  than  one  inhabitant  of  a  house, 
suffering  from  typhoid,  typhus,  or  relapsing  fever,  were  ad- 
mitted into  the  London  Fever  Hospital,  during  the  periods 
specified.1 

It  will  be  observed,  that  in  1847  there  were  admitted 
into  the  London  Fever  Hospital  two  or  more  cases  of  typhus 
fever  from  each  of  five  separate  localities ;  that  two  cases  of 
typhoid  fever  were  received  from  either  of  two  localities ; 
and  two  cases  of  relapsing  fever  from  each  of  five  distinct 
localities.  Twelve  cases  of  typhus  fever  having  been  brought 
from  five  houses,  four  cases  of  typhoid  fever  from  two  houses, 
and  ten  cases  of  relapsing  fever  from  five  houses,  in  the 
course  of  six  months.  During  the  same  time  not  a  single 
example  was  observed  of  either  disease  communicating  the 
other,  or  of  cases  of  the  three  diseases,  or  even  of  two  of  them, 
being  generated  by  the  same  cause.  All  these  diseases,  be  it 
remembered,  were  prevailing  in  this  city  at  the  same  time. 

During  the  year  1848  there  were  admitted  into  the  London 


1  I  ought  to  qualify  the  expression  '  all  the  cases,'  because  it  was  not 
till  the  year  1848  that  the  diagnosis  between  these  diseases  was  made  with 
reference  to  all  the  cases  admitted  into  the  hospital.  The  consequence  is, 
that  not  only  are  there  no  data  for  determining  the  numbers  of  each  of 
the  three  affections  received  into  the  hospital  during  1847,  but  there  are 
no  data  for  determining,  in  many  instances,  to  which  of  the  three  diseases 
any  given  case  ought  to  be  referred  ;  i.e.  the  past  histories  of  particular 
cases  were  only  partially  obtained,  the  exact  locality  from  which  the  patient 
came  was  not  recorded,  the  name  of  the  street,  or  even  parish,  being  often 
all  that  was  ascertained.  I  have,  therefore,  been  obliged  to  omit  very  many 
cases  received  into  the  hospital  in  1847  ;  but  I  have  included  all  those  of 
which  the  records  available  for  my  purpose  permitted  the  diagnosis  to  be 
made,  and  the  locality  from  which  the  patient  came,  to  be  learned.  In 
1848,  comparatively  very  few  cases  were  admitted  of  which  the  diagnosis 
was  not  recorded,  and  the  exact  residence  ascertained  ;  and  during  1849, 
the  greatest  care  was  taken  to  ascertain  the  locality  from  which  each  case 
was  received.  Since  the  middle  of  1848,  the  diagnosis  of  the  cases  here 
used  has  been  made  or  verified  in  nearly  every  instance  by  myself.  In 
1849  in  every  case.  Before  the  middle  of  1848,  the  characters  of  the  spots 
were  in  many  cases  recorded  by  my  friend  Mr.  Sankey,  or  his  assistant, 
Mr.  Humphrey -i.e.  if  two  of  one  family  entered  the  hospital,  the  notes 
of  one  of  the  cases  were  frequently  taken  by  either  of  those  gentlemen, 
while  I  kept  record  of  the  other  ;  this  fact  I  regard  as  valuable,  because 
it  was  only  on  collating  these  notes,  eighteen  months  after  they  were  made, 
that  I  became  aware  of  many  of  the  facts  embodied  in  this  paper. 
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Fever  Hospital  two  or  more  cases,  one  of  which  presented  the 
symptoms  of  typhus  fever,  from  each  of  thirty-four  localities. 
These  thirty-four  foci  of  disease  yielded  on  the  whole  101 
cases.  During  the  same  year,  more  than  one-fourth  of  the 
cases  of  fever  received  into  the  hospital  were  examples  of 
typhoid  fever,  therefore  one-fourth,  i.e.  twenty-five  of  the  101 
cases  ought,  if  typhoid  and  typhus  fevers  are  but  varieties  of 
each  other,  to  have  presented  the  symptoms  of  typhoid  fever;1 
but,  as  the  above  tables  show,  in  one  instance  only  were  two 
patients,  one  of  whom  laboured  under  typhoid,  and  the  other 
typhus  fever,  brought  from  the  same  house.  The  cases  re- 
ferred to  are  those  of  a  man,  set.  46,  who  was  admitted  October 
10th,  1848,  with  well-marked  typhus  fever,  and  his  son,  33 1. 16, 
who  had  been  received  into  the  hospital  on  September  19th, 
with  equally  well-marked  typhoid  fever.  The  diagnosis  of  the 
latter  case  was  made  by  my  friend  Mr.  Humphrey.  I  verified 
the  diagnosis  in  the  case  of  the  father.  But  in  this  apparent 
exception  to  the  rule,  the  mother  of  the  boy  had  visited  him 
in  the  hospital,  and  therefore  might  have  carried  the  con- 
tagion of  typhus  fever  to  her  husband.  The  father,  moreover, 
had  been  little  exposed  to  the  contagion  emanating  from  the 
son,  because  the  latter,  a  vagabond,  at  variance  with  his 
father,  was  from  home  when  he  was  taken  sick. 

From  January  1st  to  November  26th,  1849,  there  were 
received  into  the  hospital  two  or  more  cases,  of  which  one 
presented  the  symptoms  of  typhus  fever,  from  each  of  eighteen 
separate  localities.  These  eighteen  localities  afforded  fifty-one 
cases.  During  the  same  eleven  months  nearly  half  the  cases 

1  Although  one  could  not  have  expected  the  cases  of  typhoid  and  typhus 
fevers,  that  is  to  say,  supposing  their  cause  was  identical,  admitted  from 
any  locality,  to  have  borne  to  each  other  the  exact  proportion  that  the 
total  numbers  of  the  cases  of  either  disease,  admitted  into  the  hospital 
during  the  same  period  of  time,  did  to  each  other,  yet  an  approach  to  that 
proportion  ought  absolutely  to  have  been  present  in  a  majority  of  instances  ; 
while  if  occasionally  the  cases  of  either  disease  were  proportionally  too  few, 
they  would  on  other  occasions  have  been,  if  derived  from  the  same  cause, 
proportionally  too  many.  I  have,  therefore,  used  the  relative  proportion  of 
the  cases  of  the  two  diseases  admitted  into  the  hospital  as  a  standard.  It 
appears  to  me  that  correct  conclusions  are,  in  a  question  of  the  nature  con- 
sidered in  the  text,  more  likely  to  be  arrived  at  by  cumulative  evidence,  such 
as  is  above  adduced,  than  by  the  application  of  the  calculus  of  probabilities 
to  any  one  number  of  cases,  however  large  that  number  might  be. 
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received  into  the  hospital  were  suffering  from  typhoid  fever. 
The  whole  number  of  cases  admitted  was  262  ;  of  typhoid 
fever,  116 — of  typhus  fever,  143— therefore  nearly  half,  or 
exactly  22'5  of  the  51  cases  admitted  from  the  eighteen  locali- 
ties, ought  to  have  had  typhoid  fever,  i.e.  if  the  cause  of  the 
two  fevers  is  identical,  while,  as  the  above  tables  show,  not 
one  of  the  51  presented  the  symptoms  of  that  disease. 

We  see  from  these  tables,  moreover,  that  in  1848  two 
cases  of  fever,  one  of  which  presented  the  symptoms  of 
typhoid  fever,  were  admitted  from  each  of  five  distinct  locali- 
ties ;  now,  as  rather  more  than  three-fourths  of  the  cases 
admitted  into  the  hospital  during  the  same  year  laboured 
under  typhus  fever,  the  remaining  five  of  the  ten  ought  to 
have  had  typhus  fever,  but  one  only  did  so.  To  this  apparently 
exceptional  case  I  have  before  referred. 

From  January  1st  to  November  26th,  1849,  two  or  more 
cases,  one  of  which  was  suffering  from  typhoid  fever,  were 
received  into  the  hospital  from  four  localities,  in  the  whole 
ten  cases.  Seeing  that  rather  more  than  half  the  cases 
admitted  into  the  hospital  during  the  same  period  had 
typhus  fever,  the  remaining  six  cases  ought  to  have  presented 
the  symptoms  of  typhus  fever,  if,  as  I  have  before  observed, 
the  cause  of  the  two  diseases  is  identical.  But  in  not  a  single 
instance  was  a  case  of  typhoid  fever  and  a  case  of  typhus  fever 
admitted  into  the  hospital,  from  the  same  house,  during  the 
eleven  months  of  1849. 

The  foregoing  tables  demonstrate,  that  in  every  month  of 
1848  and  1849  several  cases  of  typhoid  fever  and  typhus  fever 
were  admitted ;  that  the  epidemic  constitution  favourable  to 
the  spread  of  typhus  fever  had  little  influence  in  diminishing 
or  increasing  the  absolute  number  of  cases  of  typhoid  fever ; — 
thus,  during  the  first  eight  months  of  1848,  60  cases  of  typhoid 
fever,  and  292  cases  of  typhus  fever,  were  admitted  into  the 
hospital ;  and  during  the  corresponding  months  of  1849,  70 
cases  of  typhoid  fever,  and  121  only  of  typhus  fever;  so  that, 
while  the  cases  of  the  latter  disease  had  diminished  nearly 
three-fifths,  the  cases  of  the  former  had  increased  only  one- 
sixth. 

As  some  writers  have  asserted  that  there  are  certain 
transition  cases  to  be  observed,  marking  the  passage  of  one 
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epidemic  constitution  into  another,  I  ought  here  to  remark, 
that  with  reference  to  the  characteristic  peculiarities  of 
typhoid  fever,  and  the  rose  spots  in  particular,  they  were  as 
well  marked  in  the  autumn  of  1846  as  during  the  epidemic 
of  relapsing  fever  in  1847,  or  of  typhus  in  the  autumns  of 
1847  and  1848,  or  as  they  are  at  the  present  moment.  The 
spots  have  undergone  no  change,  have  experienced  no  modi- 
fication; although  the  epidemic  constitution  on  which  the 
difference  in  the  rash  is  said  to  depend,  must  have  varied 
more  than  once.  The  same  is  true  of  the  mulberrry  rash  of 
typhus  fever.  It  presented,  in  a  few  cases  observed  hi  1846, 
the  same  characters  as  during  the  epidemic  of  1847-48 ;  the 
same  characters  during  that  epidemic  as  at  the  present 
moment,  when  the  number  of  the  cases  of  typhoid  fever  bear 
to  that  of  typhus  fever  the  proportion  of  three  to  one. 

So  with  regard  to  the  intestinal  lesion.  In  all  the  fatal 
cases  examined  in  the  three  years  referred  to,  in  which  the 
mulberry  rush  existed  during  life,  Peyer's  patches,  and  the 
uiesenteric  glands  were  absolutely  free  from  disease,  and  in 
every  fatal  case  in  which  rose  spots  were  noted  during  life, 
serious  lesion  of  the  agminated  and  mesenteric  glands  was 
discovered  after  death.  The  lesion,  like  the  eruption,  was 
quite  unmodified  by  that  epidemic  constitution  which  favoured 
the  spread  of  typhus  fever  in  1847  and  1848 ; — for  example, 
although  the  constitution  of  the  autumn  of  this  year  (1849) 
favoured  the  spread  of  typhoid  fever,  yet,  when  a  man  and 
his  wife  were  admitted  in  August  with  typhus  fever,  the 
mulberry  rash  preserved  its  characteristics  unmodified,  and 
when  they  died,  as  both  did,  Peyer's  patches  and  the  mesen- 
teric glands  were  found  to  possess  their  normal  anatomical 
characters. 

There  are  a  few  cases  included  in  the  preceding  tables, 
which  may  here  be  more  fully  adverted  to  with  advantage. 
In  November  and  December  1848  forty-eight  cases  of  typhus 
fever,  and  twenty  of  typhoid  fever,  were  admitted  into  the 
Hospital,  i.e.  nearly  one-third  of  the  patients  were  affected 
with  typhoid  fever.  At  the  latter  end  of  October,  1848,  a 
boy,  14  years  of  age,  went  to  reside  with  a  family  named 
Mitchell,  in  Adden  Place,  St.  Pancras.  The  Mitchells  were 
at  that  time  hi  health.  The  boy  left  his  own  home  because 
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his  brothers  were  '  down  with  the  fever.'  This  lad  was,  early 
in  November,  admitted  into  the  Hospital,  suffering  from 
typhus  fever.  Early,  also  in  the  same  month,  the  man  Mit- 
chell, aged  29  years,  with  whom  the  boy  lodged,  the  man's 
daughter,  aged  7  years,  and  a  female  lodger,  aged  22,  were 
also  admitted  with  typhus  fever.  The  other  members  of 
Mitchell's  family,  expelled  from  Adden  Place,  then  removed 
to  21  Hertford  Street,  at  least  a  mile  from  their  former  resi- 
dence. At  this  time,  so  far  as  I  could  learn  by  personal 
inquiry,  there  was  no  fever  in  Hertford  Street,  and  certainly 
none  in  the  house  in  which  they  had  taken  up  their  residence. 
On  November  22nd,  the  two  sisters  of  Mitchell's  wife,  aged 
respectively  14  and  22,  who  had  removed  from  Adden  Place 
with  Mrs.  Mitchell  and  her  infant,  aged  4  years,  were  received 
into  the  Hospital,  both  suffering  from  typhus  fever.  On 
December  8th  the  landlady  of  21  Hertford  Street,  aged  60 
years,  was  admitted  with  very  severe  typhus  fever ;  and  on 
December  20th  the  son-in-law  of  the  landlady  was  also  ad- 
mitted with  the  same  disease.  I  subsequently  saw  Mitchell's 
infant,  aged  4  years,  at  its  own  home ;  it  was  similarly 
but  very  slightly  affected.  The  only  member  of  the  family 
that  escaped  was  the  woman  Mitchell,  and  she  had  had 
'  spotted  typhus  fever,'  according  to  her  own  voluntary  state- 
ment, some  few  years  before.1  Here  was  a  group  of  persons, 
whose  ages  varied  from  four  to  sixty  years,  and  whose  con- 
stitutional predispositions  also  must  have  varied  infinitely, 
for  there  were  several  of  them  unconnected  by  blood,  exposed 
to  the  poison  of  typhus  fever  (introduced  among  them  by  the 
lad  aged  14)  at  a  time  when  typhus  fever  was  only  twice  as 
prevalent  as  typhoid  fever.  What  was  the  result  ?  Did  one- 
third  of  the  eight  have  typhoid  fever  ?  No,  not  one. 

1  I  may  here  observe  that  I  have  never  known  the  same  individual  to  be 
affected  twice  with  typhus  fever.  The  same  person  has  been  admitted  twice, 
or,  indeed,  oftener,  into  the  London  Fever  Hospital.  But  on  reference  to 
the  Hospital  records,  or  to  my  own  notes,  I  have  invariably  found  that  such 
persons  had  at  the  one  time  a  different  disease  from  that  present  at  the  other. 
Thus  two  boys  were  admitted,  Sept.  1849,  with  typhus  fever  ;  they  had  been 
inmates  of  the  Hospital  in  1846.  Eeference  to  the  Hospital  records  of  that 
year  proved  that  they  then  had  relapsing  fever.  I  know  no  evidence,  I 
repeat,  to  prove  that  typhus  fever  attacks  the  same  individual  twice  more 
frequently  than  typhoid  fever. 
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In  December  1848  ten  cases  of  typhus  fever  and  seven  of 
typhoid  fever  were  admitted  into  the  Hospital.  Five  cases 
came  from  one  house;  these  five  individuals  varied  in  age 
from  7  to  52  years, — their  degree  of  relationship  was,  grand- 
father, daughter,  and  three  grand- children.  All  five  had  well- 
marked  mulberry  rash,  were  unequivocally  affected  with 
typhus  fever.  It  is  evident  that,  as  at  this  time,  the  number 
of  those  admitted  with  the  two  diseases  was  pretty  nearly 
equal ;  two  of  these  five  ought,  if  the  cause  of  the  two 
diseases  is  identical,  to  have  had  typhoid  fever,  with  rose 
spots. 

In  March  and  April  1849  eight  cases  of  typhoid  fever, 
and  thirty-one  cases  of  typhus  fever,  were  admitted  into  the 
Hospital.  Between  the  19th  of  March  and  the  10th  of  April 
eight  persons  were  brought  to  the  Hospital  from  one  room, 
suffering  from  fever.  Did  one-fourth  present  the  rose  spots 
of  typhoid  fever  ?  No,  not  one — all  had  well-marked  typhus 
fever. 

In  September,  October,  and  November  1849  eighteen 
cases  of  typhus  fever,  and  forty-eight  cases  of  typhoid  fever, 
were  received  into  the  Hospital,  i.e.  nearly  three  times  as 
many  cases  of  typhoid  fever  as  of  typhus  fever.  During  the 
same  three  months  a  mother  and  her  two  daughters,  aged 
respectively  54,  16,  and  13 ;  a  husband  and  wife,  aged  40  and 
47  ;  a  husband,  wife,  child,  and  lodger,  aged  severally  40,  39, 
12,  and  40 — i.e.  in  all  nine  persons,  were  brought  from  three 
localities.  At  least  five  ought  to  have  had  typhoid  fever,  if 
that  affection  and  typhus  fever  are  due  to  the  same  specific 
cause.  Was  it  so  ?  No,  in  every  case  the  persons  secondarily 
affected,  whatever  their  age  or  sex,  had  the  same  disease  as 
the  individual  from  whom  they  caught  it. 

In  April  1849  a  girl  suffering  from  relapsing  fever  was 
brought  from  a  house  in  Fulham — in  a  few  days  her  brother 
and  two  sisters  were  admitted  into  the  Hospital.  Did  either 
of  the  three  latter  have  typhus  fever,  which  was  the  prevail- 
ing disease,  or  typhoid  fever,  which  was  then  also  very  much 
more  widely  spread  than  relapsing  fever  ?  No  ;  all  had  the 
same  fever. 

Although  not  absolutely  necessary  for  the  purpose  of 
my  argument,  I  may  observe  that  I  have  visited,  in  a  few 
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instances,  the  houses 1  from  which  more  than  one  individual 
affected  with  typhoid  fever  or  typhus  fever  were  brought  to 
the  Hospital,  without  being  able  to  detect  any  hygienic  dif- 
ferences in  the  condition  of  the  people,  or  in  the  localities 
themselves  to  modify  the  exciting  cause. 

Before  concluding,  it  will  be  well  summarily  to  repeat 
that  in  1848  one-fourth  of  the  cases  admitted  into  the  Hos- 
pital had  typhoid  fever  ;  while,  from  thirty-four  foci  of  typhus 
fever,  yielding  101  cases,  there  was  brought  to  the  Hospital 
once  only  a  case  of  typhus  fever  and  a  case  of  typhoid  fever 
from  the  same  house ;  and  during  the  same  time,  among  five 
localities,  affording  nine  cases  of  typhoid  fever,  one  locality 
only,  viz.  the  house  from  which  the  father  and  son  before 
referred  to  were  brought,  yielded  a  case  of  typhoid  and  one  of 
typhus  fever.  That  in  1849,  although  eighteen  foci  of  typhus 
fever  yielded  fifty-one  cases,  and  four  foci  of  typhoid  fever 
afforded  ten  cases,  not  a  single  example  of  the  two  diseases 
being  received  into  the  Hospital  from  one  house  occurred. 
With  reference  to  the  exceptional  case,  I  must  observe,  that 
for  exceptional  cases  to  be  of  any  value  in  proving  the  iden- 
tity of  typhus  fever  and  typhoid  fever,  they  must  be  met  with 
more  frequently  than  similar  exceptional  cases  are  met  with 
in  diseases  having  a  specific  cause,  universally  acknowledged 
to  be  different. 

Now,  the  following  facts  prove  that,  with  respect  to  measles, 
scarlet  fever,  and  typhus  fever,  such  exceptional  cases  are  as 
frequent  as  with  respect  to  typhoid  and  typhus  fevers. 
During  the  last  three  years  I  have  seen  a  case  of  typhus  fever 
brought  into  the  Hospital  from  a  house  in  which  all  the  children 
were  suffering  from  measles;  another  case  of  typhus  fever 
brought  from  a  house  in  which  the  children  had  scarlet  fever ;  a 
girl  admitted  with  scarlet  fever,  who  had  been  on  terms  of  in- 
timacy with  another  girl,  admitted  shortly  before  with  typhoid 
fever.  And  in  these  cases  no  direct  contagion  for  the  diseases 
under  which  the  patients  laboured  could  be  traced.  It  is  also 
important  to  observe  that  the  cases  of  scarlet  fever  admitted 

1  These  houses  were  situated  in  courts  or  streets  in  the  City,  Bethnal 
Green,  St.  Pancras,  and  Holborn.  I  visited  too  few  and  made  too  imperfect 
inquiries  to  draw  any  strict  inferences,  but  my  general  impression  is  stated 
in  the  text. 
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during  the  time  specified  were  nothing  like  so  numerous  as 
the  cases  of  typhus  fever  or  of  typhoid  fever. 

The  facts  contained  in  this  paper  appear  to  me  to  prove 
incontestably,  so  far  as  induction  can  prove  the  point,  that 
the  specific  causes  of  typhus  and  typhoid  fevers  are  absolutely 
different  from  each  other,  and  to  render  in  the  highest  degree 
probable,  that  the  specific  cause  of  relapsing  fever  is  different 
from  that  of  either  of  the  two  former.  I  have  elsewhere,  as 
I  stated  at  the  opening  of  this  paper,  attempted  to  prove  that 
the  course,  the  symptoms,  the  lesion,  and  the  sequelae  of 
typhoid  and  typhus  are  different,  and  as  relapsing  fever  differs 
from  both  too  widely,  so  far  as  symptoms  and  course  are  con- 
cerned, to  be  confounded  with  them,  it  follows  that  if  small- 
pox be  separated  from  measles,  and  both  from  scarlet  fever, 
because  their  course,  symptoms,  lesions,  and  specific  causes 
are  different,  so  must,  for  like  reasons,  typhoid  fever,  typhus 
fever,  and  relapsing  fever  be  separated  from  each  other,  and 
regarded  as  absolutely  distinct  diseases,  not  merely  varieties 
of  each  other,  as  are  scarlatina  anginosa  and  scarlatina  sine 
eruptione,  but  distinct  species  of  disease,  as  are  scarlatina, 
rubeola,  and  variola. 

I  have,  throughout  this  paper,  expressed  myself  as  if  the 
specific  cause  respectively  of  typhoid  fever,  typhus  fever,  and 
relapsing  fever  was  an  influence  emanating  from  the  bodies 
of  those  affected  with  either  disease.  With  respect  to  the 
contagious  nature  of  typhus  fever,  I  know  no  one  who  enter- 
tains a  doubt.  If  typhoid  fever  be  contagious,  it  is  infinitely 
less  so  than  typhus  fever.  My  experience  leads  me  to  regard 
it  as  contagious.  Those  who  believe  typhoid  fever  to  be  non- 
contagious  while  they  admit  the  contagious  nature  of  typhus 
fever,  cannot  for  a  moment  doubt  the  difference  hi  the 
specific  causes  of  the  diseases.  It  would  not,  it  ought  to  be 
observed,  have  weakened  the  force  of  the  facts  adduced  if  I 
had  regarded  these  diseases  as  non-contagious,  because  the 
question  here  considered  is  not  how  the  individuals  respec- 
tively got  the  disease,  but  if  the  same  cause,  whether  con- 
tagion or  any  other,  can  produce  typhoid  fever,  typhus  fever, 
and  relapsing  fever. 


APPENDIX. 

KEPORT   OF   DISCUSSION   AT  THE   EOYAL   MEDICAL   AND 
CHIRURGICAL  SOCIETY  ON  DECEMBER  11,  1849. 

Dr.  Barclay  inquired  of  Dr.  Jenner,  whether  he  regarded  all  cases 
of  fever,  in  which  there  was  not  any  eruption,  as  instances  of  relapsing 
fever;  and  further,  whether  cases  of  continued  fever,  without  an 
eruption,  were  or  were  not  liable  to  relapse  ? 

Dr.  Jenner  replied  in  the  affirmative,  relative  to  the  occurrence  of 
continued  fever  without  eruption.  About  one-fourth  of  the  cases 
under  fifteen  years  of  age  were  unattended  with  spots  ;  and  also  three 
out  of  21  from  that  age  to  the  twenty-second  year;  after  that  age  the 
eruption  showed  itself  in  all  cases.  There  was  not  any  eruption  in 
one-fourth  of  Louis's  cases. 

Dr.  Stewart  could  not  but  feel  gratified,  that  the  views  he  had 
ventured  to  lay  before  the  medical  world  nine  years  ago  on  the  sub- 
ject which  this  evening  occupied  the  attention  of  the  Society,  had 
been  so  fully  borne  out  by  the  interesting  researches  of  Dr.  Jenner. 
He  felt  assured,  when  he  published  those  views,  that  time  and  obser- 
vation would  thoroughly  establish  the  fact ; — for  it  was  a  fact,  and 
not  a  theory, — that  the  eruptions  of  typhus  and  typhoid  fevers  were 
essentially  and  invariably  distinct,  and  never  passed  the  one  into  the 
other.  One  point  to  which  he  had  directed  attention  in  the  paper 
alluded  to,  and  which  he  thought  had  not  yet  been  sufficiently  in- 
vestigated, was  the  frequent  occurrence  of  true  relapses  in  typhoid 
fever.  By  this  he  meant,  that  not  unfrequently,  after  the  disease 
seemed  to  have  run  its  course,  and  convalescence  was  almost  esta- 
blished, a  new  attack  was  ushered  in  with  fresh  rigors,  followed  by 
febrile  excitement,  fresh  rose-coloured  exanthem  on  the  skin,  a  repeti- 
tion of  all  the  previous  symptoms,  and,  as  might  be  proved  by  dis- 
section in  the  event  of  death,  which  sometimes  takes  place  after  a 
second  and  even  a  third  attack,  with  fresh  intestinal  lesion,  and  the 
development,  amid  the  cicatrices  of  former  ulcers,  of  new,  highly 
swollen  and  elevated  glands,  both  aggregated  and  solitary.  Such  a 
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phenomenon  as  this  was  never  met  with  in  typhus.  There  might  be 
sequela?  in  typhus,  but  never  true  relapse.  There  was  another  point 
of  great  importance,  of  which  he  was  lately  reminded  by  his  friend 
Dr.  Gueneau  de  Mussy.  The  common  answer  of  those  who  held  the 
identity  of  the  two  diseases  to  those  who  showed  them  the  intestines, 
in  typhus  uniformly  free  from  ulceration,  and  even  from  anything 
that  could  be  called  disease,  was,  that  the  malady  had  run  too  rapid 
a  course  for  the  characteristic  appearances  to  be  developed.  The 
fact  being,  that  the  peculiar  lesion  of  typhoid  fever  attained  its 
maximum  of  development  about  the  third  or  fourth  day,  from  which 
time  the  process  of  disintegration  seems  to  commence.  The  more 
rapid,  therefore,  the  course  of  the  disease,  the  more  fully  developed 
ought  the  glands  to  be.  The  inquiries  instituted  by  Dr.  Jenner,  and 
detailed  in  his  paper  regarding  the  localities  from  which  the  cases 
came  were  certainly  of  deep  interest;  and  he  (Dr.  Stewart)  appre- 
hended, that  the  most  important  question  now  demanding  investiga- 
tion, and  the  decision  of  which  would  go  far  to  settle  the  controversy, 
was,  whether  an  attack  of  the  one  disease  generally  protected  those 
who  had  had  it  from  the  other,  or  whether,  on  the  contrary,  there 
were  well-authenticated  cases  of  both  fevers  having  attacked  the  same 
individuals.  It  was  not  strictly  correct  to  affirm,  that  one  attack  of 
exanthematic  typhus  uniformly  protected  against  another,  for  there 
was  a  considerable  number  of  instances  to  the  contrary.  A  very 
noted  one,  he  believed,  was  Dr.  Christison,  who  had  had  three  or 
four  attacks  of  true  typhus,  and  was  now  obliged  to  refuse  attendance 
on  cases  of  that  disease,  as  each  succeeding  attack  was  more  severe 
than  the  preceding. 

Dr.  Barclay  was  not  satisfied  with  the  answer  he  had  received 
respecting  the  occurrence  of  fever  without  spots.  His  own  experi- 
ence showed  that  that  state  of  the  skin  was  very  common  in  fever, 
and  the  appearance  of  an  eruption  in  fever  was  rare.  Out  of  111 
cases  that  had  occurred  during  one  year,  at  St.  George's  Hospital, 
there  were  only  59  of  all  kinds  of  eruption.  He  himself  found  con- 
siderable difficulty  in  distinguishing  between  the  different  kinds  of 
eruption  attendant  on,  and  said  to  characterise,  typhoid  and  typhus 
fevers,  as  in  some  cases  he  had  noticed  the  rose-coloured  eruption 
become  of  a  dark  hue,  while  in  others  no  such  change  took  place. 
He  could  diagnose  between  typhus  and  typhoid  fevers,  by  the  condi- 
tion of  the  glands  in  the  intestinal  canal,  and  by  the  state  of  the 
tongue  and  of  the  abdomen,  the  excretions,  etc.,  but  not  by  the 
appearance  of  the  patient's  skin.  The  conclusion  he  drew  respecting 
the  eruptions  was,  that  when  the  spots  were  dark-coloured,  it  was 
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much  less  common  to  meet  with  intestinal  ulceration.  He  had  ascer- 
tained, by  the  examination  of  bodies  after  death,  that  when  the  rose- 
coloured  eruption  existed,  there  is  always  ulceration  of  the  intestinal 
canal ;  in  the  dark-coloured  eruptions  that  condition  is  always  absent. 
Mr.  Sankey  remarked,  that  when  he  first  became  connected  with 
the  London  Fever  Hospital,  he  held  the  same  opinions  as  Dr.  Barclay. 
His  ideas  were  confused,  and  he  did  not  know  when  he  should  and 
when  he  should  not  find  abdominal  lesions.  He  had  found  the  same 
degree  of  confusion  respecting  these  eruptions  in  the  latest  works  on 
medicine.  Watson,  in  speaking  of  the  rashes,  evidently  confounded 
the  two  forms  which  appear  in  typhoid  and  typhus  fevers.  His 
description  is  that  of  the  typhus  eruption ;  but  he  mentions  one 
symptom  which  belongs  solely  to  the  typhoid.  This  state  of  mental 
confusion  was  removed  by  the  perusal  of  the  last  edition  of  Louis's 
work  on  '  Fever,'  to  which  his  attention  had  been  directed  by  Dr. 
Jenner.  He  did  not  hesitate  to  say,  that  when  the  distinguishing 
characters  of  the  two  rashes  are  clearly  understood  (and  they  may 
require  some  well-marked  cases  placed  side  by  side  to  elucidate  them), 
there  will  never  again  be  the  least  chance  of  their  being  confounded 
together ;  indeed,  he  added,  the  nurses  of  the  hospital  had  learned  to 
diagnose  between  the  two  forms  of  fever  from  the  characters  of  the 
eruptions.  So  accurately  can  the  diagnosis  be  made  when  either  of 
these  kinds  of  spots  is  present,  that  out  of  from  200  to  300  autopsies, 
there  has  not  been  a  single  error  in  the  diagnosis,  as  to  the  existence 
or  absence  of  disease  in  Peyer's  glands.  As  stated  in  the  paper,  for 
two  or  three  years  past,  the  majority  of  cases  at  the  Fever  Hospital 
were  instances  of  typhus ;  there  were  not,  in  fact,  any  cases  of  typhoid 
fever,  and,  consequently,  ulceration  of  the  intestines  was  not  met 
with.  While  typhus  was  thus  raging  in  London,  the  parish  authori- 
ties of  St.  Margaret's,  Westminster,  their  own  infirmary  being  crowded, 
sent  many  cases  to  the  Hospital,  chiefly  of  the  newly-arrived  Irish  ; 
these  cases  were  all  typhus.  Before  the  epidemic  was  on  the  decline, 
.  fever  broke  out  in  the  Westminster-school,  and  in  the  precincts  of  the 
Abbey.  Two  domestic  servants  of  one  of  the  prebendaries  were  ad- 
mitted into  the  hospital,  and  their  cases  were  clearly  typhoid  fever. 
It  was  supposed,  at  first,  that  the  epidemic  had  spread  to  the  pre- 
cincts, but  he  (Mr.  Sankey)  stated  to  Dr.  S.  Smith,  who  had  been 
directed  to  investigate  its  characters,  that  it  must  have  arisen  from 
some  other  cause  than  contagion,  as  it  was  essentially  different  from 
the  cases  previously  under  treatment  from  that  neighbourhood,  and, 
in  all  probability,  was  connected  with  some  local  cause.  This  proved 
to  be  the  case,  as  a  foul  and  obstructed  drain  was  discovered  passing 
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at  the  rear  of  all  the  houses  in  which  fever  had  broken  out.  He  (Mr. 
Sankey)  could  corroborate  Dr.  Stewart's  remarks  as  to  the  early 
occurrence  of  intestinal  ulceration  in  typhoid  fever,  for  he  had  seen,  a 
few  years  ago,  a  case  of  extensive  intestinal  disease  in  a  woman  who 
was  working  on  the  Friday,  and  died  of  typhoid  fever  the  succeeding 
Monday.  The  solitary  and  agminate  glands  were  perfectly  hyper- 
trophied  on  that,  the  fourth  day  of  the  fever.  He  could  readily  con- 
ceive that  confusion  with  respect  to  the  eruption  might  arise,  unless 
several  cases,  from  20  to  25,  were  seen  and  examined  at  the  same  time. 
A  number  of  cases  were  sent  into  the  hospital  as  instances  of  fever, 
which  in  reality  were  not  such,  but  cases  of  bronchitis,  pneumonia, 
etc.,  with  febrile  disturbance.  In  fact,  a  disease  has  often  been 
named  fever,  because  it  cannot  be  clearly  made  out  to  be  anything 
else — by  a  process  of  reasoning  by  exclusion.  If  the  disease  be  not 
(or,  what  is  the  same  thing,  be  not  discovered  to  be)  inflammation 
of  this  or  that  organ,  then  it  has  ever  been  taught  that  such  disease 
should  be  called  fever ;  so  that  the  word  fever  has  been,  as  it  were, 
a  shelf  on  which  to  deposit  those  cases  which  do  not  readily  fit  any 
place  in  the  nosological  system. 

Dr.  Baly  remarked  that  if  the  assumed  fact  Dr.  Jenner  had 
related,  of  the  connection  of  certain  eruptions  with  certain  forms  of 
fever,  be  admitted  as  proved,  then  the  additional  fact,  that  cases  of 
typhoid  and  typhus  fever  were  rarely  sent  to  the  hospital  from  the 
same  house,  became  very  important,  and  would  seem  to  show  that 
they  depend  on  different  causes.  They  had  had  117  cases  of  fever  in 
the  Milbank  prison,  while  typhus  and  typhoid  fever  were  prevalent 
without.  Of  these  117,  about  20  cases  ended  fatally.  In  all  these, 
there  was  great  mischief  in  Peyer's  patches  and  in  the  mesenteric 
glands.  The  cases  in  the  prison  were  well-marked  instances  of  typhoid 
fever.  He  (Dr.  Baly)  was  not  very  intimately  acquainted  with  the 
characters  of  the  eruption  in  typhoid  fever,  so  as  to  be  able  to  distin- 
guish it  from  that  of  typhus,  but  from  his  general  knowledge  he  was 
quite  sure  that  a  large  number  of  cases  may  occur  without  any  erup- 
tion at  all. 

Dr.  West  observed,  that  one  form  of  fever  which  had  not  as  yet 
been  alluded  to,  the  infantile  remittent  of  children,  had  been  con- 
sidered by  Barthez  as  identical  with  the  typhoid  of  Louis,  and  in 
that  opinion,  he  (Dr.  West)  agreed.  It  presented  the  same  characters 
during  life,  and  the  same  changes  after  death,  as  the  typhoid  described 
by  Louis.  The  characteristic  rash  was,  however,  often  absent.  Among 
the  poorer  classes  of  society  this  form  of  fever  is  often  very  severe 
and  even  fatal.  In  no  instance  could  he  recollect  seeing  a  case  of 
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typhus  fever  in  the  house,  nor,  on  the  other  hand,  could  he  recollect 
a  case  of  typhus  occurring  when  infantile  remittent  already  existed 
in  a  house.  These  facts  were,  as  far  as  they  went,  confirmatory  of 
Dr.  Jenner's  view. 

Dr.  Webster  inquired  of  Mr.  Sankey  if  he  meant  to  imply  that 
medical  men  sent  cases  of  pneumonia  and  bronchitis  into  the  Fever 
Hospital,  under  the  mistaken  idea  that  they  were  cases  of  pure  fever  ? 

Mr.  Sankey  wished  it  to  be  understood,  that  in  making  these 
remarks,  he  meant  other  diseases  than  those  the  author  of  the  paper 
and  himself  would  call  true  fever.  For,  indeed,  if  every  member  of 
the  profession  were  agreed  as  to  what  cases  were  fever,  and  what 
were  not :  if  the  point  were  not  an  open  question,  there  would  be  no 
discussion.  The  rules  of  the  hospital  expressly  provide  for  the  ad- 
mission of  all  cases  of  febrile  disturbance  of  a  contagious  nature,  or 
likely  to  become  such.  In  fact,  cases  of  small-pox,  acute  rheumatism, 
pneumonia,  bronchitis,  etc.,  had  been  admitted  even  lately. 

Dr.  Heale  was  old  enough  to  recollect  the  time  when  fever  was 
said  not  to  exist  unless  some  acute  lesion  of  an  internal  organ  were 
present.  He  did  not  think  it,  therefore,  very  disparaging  to  mistake 
instances  of  bronchitis,  pneumonia,  etc.,  for  cases  of  fever,  especially 
when  there  was  much  febrile  excitement.  It  was  more  likely  to 
occur  among  the  sick  poor,  the  parochial  surgeon  being  anxious  to 
get  rid  of  the  charge  of  a  case  of  complicated  illness. 

Dr.  Webster  inquired  whether  the  author  of  the  paper  considered 
typhoid  and  typhus  fevers  at  all  contagious  ?  It  might  be  produced 
by  other  causes ;  and  he  instanced  a  case  of  eight  people  living  in 
one  room,  all  of  whom  were  taken  to  the  hospital  with  fever. 

Dr.  Barclay  had  tabularised  the  respective  ages  of  patients  in  St. 
George's  Hospital,  labouring  under  fever,  in  whom  the  two  different 
forms  of  eruption  had  appeared.  From  the  age  of  ten  to  twenty, 
there  were  5  rose-coloured  and  3  dark-coloured ;  from  twenty  to 
thirty,  7  rose  and  3  dark ;  thirty  to  forty,  5  rose  and  3  dark ;  and 
from  forty  to  fifty,  4  rose  and  5  dark.  The  age  of  the  patient  influ- 
enced the  duskiness  of  the  eruption,  the  occurrence  of  which  he 
considered  to  be  casual,  and  depending  on  other  causes  than  the 
peculiar  character  of  the  fever. 

Dr.  Mervyn  Crawford  thought  the  difference  of  opinion  between 
the  physician  to  the  Fever  Hospital  and  that  of  St.  George's,  was 
owing  to  the  fact  that  in  the  former  hospital  the  patients  were  con- 
gregated together,  and  exposed  to  the  influence  of  a  virulent  fever 
poison,  arid  in  the  other  the  patients  were  disseminated  throughout 
the  wards,  and  the  poison  was  much  milder  in  consequence.  He 
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himself,  like  Dr.  Barclay,  was  unable  to  recognise  the  exanthem.  He 
believed  the  eruption  was  an  accidental  circumstance,  dependent  on 
an  unhealthy  locality  and  want  of  ventilation. 

Dr.  Jenner  replied,  that  in  common  with  all  writers  on  typhoid 
fever,  he  had  seen  cases  of  that  disease  in  which  there  was  no  erup- 
tion, and  referred,  in  confirmation,  to  the  analysis  of  cases  he  had 
published  during  the  present  year  in  the  Monthly  Journal  of  Medical 
Science  (Edinburgh),  and  that  in  last  week's  Medical  Times  he 
had  also  shown,  that  the  eruption  was  frequently  absent  in  cases 
of  typhus  in  children ;  that  the  paper  he  that  evening  had  the 
honour  of  laying  before  the  Society  only  spoke  of  the  eruptions  as 
diagnostic  when  they  were  present.  Dr.  Jenner  then  adverted  to  the 
fact,  that  the  skin  eruption  was  sometimes  absent  in  scarlet  fever  and 
in  measles,  and  to  the  bearing  of  this  fact,  as  showing  the  invalidity 
of  any  arguments  by  which  it  was  attempted  to  associate  typhus  and 
typhoid  fevers,  because  the  eruption  was  occasionally  absent  in  these 
two  diseases,  and  then  stated,  that  in  many  cases  the  mulberry  rash 
of  typhus,  on  its  first  appearance,  so  closely  resembled  the  rose-spots  of 
typhoid  fever,  that,  to  one  unused  to  observe  them  closely,  they  might 
appear,  in  rare  cases,  identical ;  but  that  his  experience,  grounded  on 
notes  of  about  2000  cases  of  fever,  made  on  the  patients'  admission 
into  the  hospital,  and  repeated  on  the  subsequent  days  of  their  stay, 
warranted  him  in  asserting,  that  if  any  spots,  the  characters  of  which 
were  doubtful  when  seen  on  or  about  the  eighth  day  of  disease,  pre- 
sented at  a  later  period  the  characters  assigned  in  his  paper,  and 
figured  in  the  wax  model  as  those  diagnostic  of  typhus,  then  if  the 
patient  died,  no  lesion  of  Peyer's  patches  would  be  found.  With 
reference  to  the  cases  alluded  to  by  Dr.  Baly,  Dr.  Jenner  remarked, 
that  to  be  of  value  in  determining  the  question  on  which  the  dis- 
cussion had  turned,  i.e.  the  diagnostic  value  of  the  eruption,  it  was 
absolutely  necessary  to  confine  the  remarks  to  fatal  cases  examined 
after  death.  Dr.  Baly  had  not  stated  whether  such  examination  had 
been  made  with  respect  to  the  cases  he  had  seen.  With  reference 
to  Dr.  Crawford's  opinion,  that  the  impure  nature  of  the  atmos- 
phere of  a  hospital  in  which  so  many  cases  of  fever  were  accumulated, 
might  account  for  the  dusky  nature  of  the  rash  in  the  cases  of 
typhus,  and  that,  probably,  difference  in  the  locality  in  which  St. 
George's  and  Middlesex  Hospitals  and  the  London  Fever  Hospital 
were  situated,  might  also  aid  in  accounting  for  the  discrepancy  in 
the  opinions  of  Dr.  Jenner  and  others,  he  (Dr.  Jenner)  observed 
that  the  latter  institution  received  patients  from  all  localities  indis- 
criminately ;  from  almost  every  parish  in  and  around  London,  from 
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Bethnal-green,  Holborn,  St.  Pancras,  Marylebone,  Kensington,  and 
Fulham;  from  Greenwich,  Clapham,  Wandsworth,  and  Harrow; 
and  that,  consequently,  locality  could  not  account  for  the  peculiari- 
ties observed  in  the  disease;  and,  moreover,  that  he  (Dr.  J.)  h.ad 
visited  the  houses  of  the  people  in  very  different  localities,  and  could 
not  observe  any  difference  in  the  hygienic  conditions  of  their  inhabi- 
tants. As  to  impurity  of  atmosphere,  those  who  had  visited  the 
Fever  Hospital  could  not  attribute  anything  to  that  cause,  but  those 
who  had  not  must  detect  how  little  force  the  supposed  impurity  could 
have  exerted,  when  they  remembered  that  it  was  in  that  hospital,  the 
air  of  which  was  fancied  by  Dr.  Crawford  to  be  so  impure  as  to 
convert  the  rose  rash  into  the  mulberry,  that  such  conversion  was 
averred  by  Dr.  Jenner  never  to  take  place.  Dr.  Jenner  stated,  that 
his  observations  fully  confirmed  those  of  Dr.  West,  that  the  ordinary 
remittent  fever  of  children  was  really  typhoid  fever;  and  that, 
although  several  children  in  the  same  house  occasionally  suffered  from 
that  disease  at  the  same  time,  or  soon  after  each  other,  he  (Dr. 
Jenner)  had  never  seen  it  give  rise  in  such  houses  to  typhus  fever. 
Dr.  Jenner  reminded  Dr.  Stewart,  that,  in  the  papers  before  referred 
to,  he  had  himself  mentioned  a  fatal  case  of  typhoid  fever,  in  which 
there  was  a  distinct  relapse,  accompanied  by  a  second  crop  of  erup- 
tion. Dr.  Jenner  did  not  consider  Dr.  Christison  having  suffered 
from  fever  three  or  four  times  was  any  proof  that  typhus  fever 
recurred  in  the  same  individual  more  frequently  than  typhoid  fever, 
because  that  gentleman  might  have  had  typhus  fever,  typhoid  fever, 
and  relapsing  fever,  and  as  he  drew  no  distinction  between  them,  he 
would  call  them  all  continued  fever,  and  thus  might  be  said  to  have 
had  fever  several  times.  Dr.  Jenner  dwelt  on  the  importance  of  the 
agreement  in  the  observations  of  Dr.  Gerhard,  in  America,  in  1837  ; 
Dr.  Shattuck,  in  London,  in  1839;  Dr.  Stewart,  in  Glasgow,  1840; 
and  his  own  in  1849,  and  referred  to  Dr.  Bartlett's  recently  published 
work,  in  which  that  author  states,  that  he  had  seen  cases  of  typhus 
and  typhoid  fever  lying  in  Dr.  Gerhard's  wards  in  1847,  side  by  side, 
each  disease  marked  by  its  own  peculiarities,  and  added,  that  the  pre- 
servation of  its  own  peculiarities  by  each  disease,  when  side  by  side  in 
the  same  ward,  was  of  frequent  occurrence,  on  a  large  scale,  in  the 
London  Fever  Hospital. 

Dr.  Stewart  begged  to  be  allowed  two  remarks,  notwithstanding 
the  lateness  of  the  hour,  in  reference  to  what  had  fallen  from  Dr. 
Crawford.  That  the  peculiar  symptoms  referred  to  were  not  attribut- 
able, as  Dr.  Crawford  suggested,  to  the  concentration  of  the  malignant 
virus  was  plain,  from  the  experience  obtained  at  the  Edinburgh 
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Infirmary.  Along  with  his  much  lamented  friend,  Dr.  John  Keid,  who 
had  kindly  furnished  him  with  some  interesting  data  for  his  paper  in 
1840,  he  had  frequently  visited  the  wards  of  that  hospital,  where  the 
fever  patients  were  distributed,  as  in  the  Middlesex  Hospital,  among 
those  labouring  under  other  complaints,  and  yet  precisely  the  same 
symptoms  presented  themselves  there  as  in  the  Fever  Hospital,  where, 
if  Dr.  Crawford  would  look  in,  the  next  time  he  was  at  Islington,  he 
would  find  as  pure  air,  and  as  well-aired  wards,  as  in  any  hospital  in 
London.  But  there  was  one  observation  of  Dr.  Crawford's  that  was 
of  the  utmost  moment — that  we  should  consider  fevers  not  only  with 
regard  to  time,  but  with  regard  to  place.  Dr.  Crawford  stated,  that 
lie  had  found  no  typhus  at  Munich,  but  he  (Dr.  Stewart)  when  he 
visited  the  Hospital  at  Stuttgart  along  with  Dr.  Kless,  found  both  it 
and  typhoid  fever  in  the  wards.  At  Paris,  as  Dr.  Crawford  mentioned, 
there  was  never  a  case  to  be  met  with,  and  when  Dr.  Shattuck's 
cases  were  published  in  1840  (only  half  a  dozen),  they  made  quite  a 
sensation  in  the  medical  world.  And  now,  there  could  be  no  doubt  that 
there  was  a  growing  conviction  in  Paris,  that  the  diseases  were  essen- 
tially distinct.  In  London,  again,  there  were  peculiar  facilities  for 
the  careful  study  of  this  important  subject ;  for  in  no  two  great  cities 
in  the  world  were  the  numbers  of  the  patients  affected  with  each 
complaint  so  nearly  equal. 
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INTRODUCTION. 

Some  years  since  I  was,  in  conjunction  with  one  of  the 
most  able  physicians  of  the  day,  a  man  of  great  experience, 
in  attendance  on  a  young  lady  supposed  to  be  labouring 
under  acute  idiopathic  peritonitis.  Death  ensued.  Fortu- 
nately permission  was  obtained  to  examine  the  body.  We 
discovered  tolerably  extensive  ulceration  of  Peyer's  patches, 
and  enlargement  of  the  mesenteric  glands ;  in  fact,  the 
anatomical  characters  of  typhoid  fever.  It  was  evident  that 
an  error  in  diagnosis  had  been  made.  The  question  then 
arose,  which  under  such  circumstances  the  practitioner 
always  ought  to  ask,  was  the  art  of  medicine  defective  in  not 
affording  means  for  the  diagnosis,  or  were  we  behind  the  age 
in  the  information  we  possessed  ?2  I  was  so  struck  with  the 
importance  of  the  question,  that  I  determined  to  investigate 
the  subject  of  fever  on  a  large  scale,  if  ever  opportunity  served. 

1  This  essay  was  comprised  in  a  series  of  twenty-one  papers  contributed 
to  the  Medical  Times.     The  first  paper  appeared  in  the  issue  of  that  journal 
for  November  17,  1849,  the  last  on  February  8,  1851. 

2  In  justice  to  the  accomplished  physician  referred  to,  as  well  as  to  myself, 
I  ought  here  to  anticipate,  and  state  that  this  case  presented  peculiarities 
which  defied  diagnosis  so  long  as  the  idea  of  continued  fever,  severe  enough 
to  prove  fatal,  was  confined  to  cases  presenting  a  brown  tongue,  delirium, 
and  extreme  prostration. 
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Through  the  kindness  of  the  medical  officers  of  the  London 
Fever  Hospital,  I  have  during  the  last  four  years  been 
enabled  to  undertake  such  researches  hi  an  extensive  field, 
and  with  the  greatest  facilities  for  prosecuting  the  inquiry. 

The  object  of  these  papers  is  to  illustrate  what  appears 
to  me  to  be  the  state  of  our  knowledge  at  the  present  moment 
on  the  subject  of  the  diseases  commonly  called  continued 
fever.  I  lay  little  claim  to  originality.  I  had  no  theory  to 
substantiate  when  I  undertook  the  investigation ;  I  have  now 
no  theory  to  propound.  I  lost  a  case  which  had  baffled  my 
knowledge  in  discovering  its  nature,  and  I  was  only  anxious 
that  I  might  never  again  commit  the  same  mistake.  If, 
during  these  researches,  I  have  been  led  to  adopt  views  not 
generally  acknowledged  as  correct  in  this  country,  it  is  only 
because  I  am  unable  to  withstand  the  evidence  which  nature 
offers  of  the  truth  of  those  views,  where  alone  the  truth  can 
be  elicited,  at  the  bedside  and  in  the  dead-house. 

There  are  two  opinions  entertained  on  the  subject  of 
continued  fever.  The  first,  which  is  that  generally  held  in 
this  country,  may  be  stated  thus — continued  fever  is  one 
disease,  capable  of  assuming  different  forms  or  types,  as 
inflammatory,  ataxic,  etc.;  the  stress  of  the  fever  may  faU  on 
any  one  organ,  and  so  give  rise  to  the  varieties  termed  bilious 
fever,  brain  fever,  etc.;  the  symptoms  of  this  disease  vary 
infinitely  according  to  atmospheric,  individual,  and  hygienic 
peculiarities ;  consequently  there  can  be  no  definition  of  fever 
applicable  to  more  than  the  epidemic  prevailing  at  the  time 
the  definition  is  given ;  by  these  atmospheric  and  hygienic 
peculiarities  are  to  be  explained  the  differences  in  the  disease, 
as  observed  in  Paris  and  Edinburgh,  and  its  variations  at 
different  times  in  the  latter  city.  Some  even  go  so  far  as  to 
maintain,  that  hygienic  conditions  may  develop  the  poison  of 
plague  out  of  that  emanating  from  a  person  labouring  under 
typhus  fever. 

The  second  and  much  less  commonly  received  opinion,  I 
say  less  commonly,  but  in  reality  it  is  not  taught  hi  a  single 
systematic  work  on  fever  in  this  country,  may  be  thus  stated: — 

Under  the  term  continued  fever  are  confounded  three,  if 
not  four  fevers,  each  having  its  origin  in  a  specific  cause ;  and 
granting  all  to  be  contagious,  the  poison  of  one  fever  is 
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altogether  incapable,  whatever  may  be  the  individual  or 
hygenic  conditions  existing,  of  exciting  the  other.  Each  is  a 
general  disease,  capable  of  being  complicated  with  local 
lesions ;  one  of  the  four,  however,  is  constantly  attended  by  a 
lesion  peculiar  to  it.  This  morbid  structural  change  so 
invariably  accompanies  the  general  symptoms  of  that  parti- 
cular fever,  that  even  if  the  local  symptoms  which  ordinarily 
indicate  the  existence  of  that  change  be  absent,  yet,  if  the 
general  symptoms  of  that  fever  are  present,  we  may  predi- 
cate, with  absolute  certainty,  that  the  lesion  alluded  to  is 
present  also.1  Perhaps  the  truth  is,  however,  scarcely 
expressed  by  the  assertion,  that  the  general  state  is  attended 
by  the  local  lesion ;  for  the  latter  is  as  much  a  part  of  the 
disease,  as  sore  throat  is  a  part  of  scarlet  fever ;  nay,  even 
more  so,  for  angina  is  not  so  constant  a  concomitant  of  scarlet 
fever  as  lesion  of  Peyer's  patches  is  of  typhoid  fever. 

The  two  opinions,  which  I  have  above  endeavoured  briefly 
to  state,  may  be  illustrated  thus, — Suppose  a  common 
lodging-house,  each  room  of  which  is  in  a  different  hygienic 
condition,  if  a  person  labouring  under  any  form  of  continued 
fever, — say  those  who  maintain  the  identity  of  the  fevers  I 
believe  to  be  different — be  admitted  into  room  No.  1,  he  may 
produce  or  excite  in  the  inhabitants  of  that  room  typhus 
fever,  with  the  mulberry  or  rneasly  rash,  or  spotted  typhus, 
as  it  is  sometimes  called ;  if  he  then  be  removed  into  No.  2 
in  the  same  house,  the  occupier  of  that  room,  inhaling  the 
same  poison  as  did  the  inhabitant  of  No.  1,  may  have  short 
or  relapsing  fever  ;  the  dweller  in  No.  3,  febricula ;  while  the 
resident  in  No.  4  may  catch  from  the  same  person  continued 
fever,  complicated  with  ulceration  of  Peyer's  patches  and 
enlargement  of  the  mesenteric  glands ;  and  if — some  go  so 
far  as  to  maintain — highly  unfavourable  hygienic  conditions 
exist  in  another  room  in  the  same  house,  then  may  the 
unfortunate  who  inhabits  it  have  true  Oriental  plague,  as  a 
consequence  of  inhaling  the  breath  of  the  man  labouring 
under  typhus  fever.  They  further  maintain  that  an  eruption 
on  the  skin  may  be  present  or  absent  in  either,  in  all,  or  in 
none,  of  these  cases ;  that  if  present,  it  may  consist  of  a  few 
rose-spots,  an  abundant  exanthematous  or  mulberry  rash, 

1  The  bearing  of  this  fact  on  prognosis  is  of  incalculable  importance. 


170  TYPHUS,  TYPHOID,  RELAPSING  FEVER, 

petechise  or  true  plague  buboes ;  and  that  it  would  be  impos- 
sible, judging  from  the  eruption  alone,  to  predicate  the 
presence  or  absence  of  lesion  of  Peyer's  patches  and  enlarge- 
ment of  the  mesenteric  glands. 

Those  who  maintain  the  non-identity  of  certain  continued 
fevers,  say,  on  the  contrary,  if  a  man  labouring  under  typhus 
fever,  i.e.  a  continued  fever,  having  a  determinate  duration, 
and  attended  by  a  peculiar  rash,  but  unaccompanied  by  lesion 
of  Peyer's  patches,  be  admitted  into  room  No.  1  of  a  common 
lodging-house,  he  can  excite  in  the  inhabitant  of  that  room 
no  other  disease  than  typhus  fever ;  that  this  disease,  like  all 
others,  may  vary  in  severity ;  that  the  dweller  in  the  infected 
atmosphere  may,  according  to  various  external,  and  also 
individual  peculiarities,  have  a  mild  or  a  severe  attack,  but 
that  the  disease  wiU  present  the  symptoms — however  differ- 
ent they  may  be  in  degree  or  in  number — and,  if  it  prove 
fatal,  the  pathological  appearances  observed  in  typhus  fever, 
and  that  the  disease  will  preserve  its  characters,  varying  only 
in  severity  and  number,  whether  it  be  communicated  to  the 
dwellers  in  one  or  all  of  the  rooms  of  the  house ;  that  if  a 
person  labouring  under  what  they  term  another  disease,  viz. 
typhoid  fever, — i.e.  a  fever  having  a  determinate  duration, 
accompanied  during  life  by  a  peculiar  eruption,  and  pre- 
senting after  death  lesion  of  Peyer's  patches  and  enlargement 
of  the  mesenteric  glands, — be  admitted  into  the  house,  he, 
too,  may  communicate  fever,1  but  then  it  will  be  typhoid 
fever,  that  as  in  the  first  case  rose  spots  and  lesion  of  Peyer's 
patches  were)  present,  so  the  same  eruption,  if  any,  and  the 
same  lesion,  will  occur  in  all  the  cases  which  have  fever  from 
contact  with,  or  proximity  to  the  first  case,  and  this  whatever 
be  the  individual  peculiarities,  or  external  hygienic  conditions 
in  which  they  are  placed;  exactly  as  a  person  labouring 
under  scarlet  fever,  if  admitted  into  the  different  rooms  of  a 
lodging-house,  would  excite  in  the  inhabitant  of  those  rooms, 
scarlet  fever,  and  that  disease  only,  however  much  the 
hygienic  conditions  of  its  rooms  might  vary,  and  however 
different  the  individual  peculiarities  of  their  inhabitants. 

1  I  assume  here,  for  the  sake  of  elucidating  my  position,  that  typhoid 
fever  is  contagious.  I  am,  of  course,  aware,  that  the  contagious  nature  of 
typhoid  fever,  unlike  that  of  typhus,  admits  of  reasonable  doubt. 


AND  FEBRICULA  171 

Individual  and  hygienic  peculiarities  might  modify  the 
severity  of  the  disease;  but,  if  any  eruption  occurred,  it 
would  be  that  characteristic  of  scarlet  fever ;  if  any  serious 
lesion,  it  would  be  sore  throat.  The  duration  of  the  scarlet 
fever  thus  produced  would  be  the  same  in  a  large  proportion  of 
the  cases,  though  some  might  have  their  illness  prolonged 
by  local  complications,  and  others  might  have  the  disease  in 
so  mild  a  form  that  they  might  consider  themselves  well  ere 
the  symptoms  characteristic  of  the  diseases,  to  the  eye  of  the 
experienced  physician,  had  entirely  disappeared.  But,  how- 
ever much  the  hygienic  conditions  of  the  rooms  might  vary, 
no  modification  in  the  poison  exhaled  could  be  produced  by 
which  it  could  be  converted  into  a  different  poison  capable 
of  exciting  another  contagious  disease,  i.e.  one  able,  like  the 
first,  to  reproduce  itself.  Thus  a  person  suffering  from 
scarlet  fever  cannot  produce  a  poison  capable  of  exciting 
small-pox,  nor  vice  versa. 

The  question  is  not  one  barren  of  practical  results,  as 
they  are  termed  (as  if  all  truths  were  not  practical),  for,  of 
what  avail  can  be  any  observations  respecting  treatment, 
general  or  particular,  so  long  as  two,  three,  or  four  diseases 
are  called  by  one  name  ?  Let  me,  in  illustration,  refer  to  the 
fact,  that  measles  and  scarlet  fever  were  long  confounded 
under  the  same  name.  What  value  could  be  attached  to 
any  observations  respecting  the  efficacy  of  the  treatment  of  a 
class  of  cases  in  which  were  confounded  two  diseases  so 
different  in  their  essential  nature  as  scarlet  fever  and  measles  ? 
— diseases,  of  which  not  only  does  the  medicinal  treatment 
differ,  but  the  hygienic  conditions  suited  for  the  one  are 
diametrically  opposed  to  those  fitted  for  the  other.  For  one 
moment  suppose  the  two,  as  not  many  years  since  they  were, 
thus  confounded  ;  a  medical  man  treats  a  hundred  cases,  of 
which  ninety  are  examples  of  scarlet  fever,  ten  of  measles ; 
he  will  arrive  at  the  conclusion,  that  cold  sponging  is  highly 
beneficial  in  the  treatment  of  the  disease,  and  he  adduces  his 
experience  in  confirmation  of  the  statement.  Now,  let  us 
reverse  the  case,  and  suppose  that  another  practitioner  has 
one  hundred  cases  of  these  two  diseases,  confounded  under 
one  name,  to  treat,  and  that,  of  these  one  hundred  cases, 
ninety  are  examples  of  measles,  ten  of  scarlet  fever.  He 
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uses  cold  sponges,  opens  the  windows,  allows  his  patient  to 
lie  exposed  while  the  eruption  is  out,  etc.  He  loses  a  large 
proportion  of  his  one  hundred  cases,  and  finds,  on  examina- 
tion after  death,  pneumonia  in  every  case.  He  instantly 
avers,  that  the  treatment  declared  by  the  first  to  be  so 
advantageous,  is  most  deadly,  and  forthwith  advocates  a  line 
of  treatment  diametrically  opposed  to  that  which  had  proved 
so  efficacious  in  the  first  practitioner's  hands.  The  same 
holds  true  with  respect  to  continued  fever :  if  three  or  four 
diseases  are  united  by  one  name,  and  then  a  line  of  treatment 
is  stated  to  be  successful  in  continued  fever,  with  what 
confidence  can  we  receive  the  statement  ? 

In  the  epidemic  (of  relapsing  fever)  which  visited  Edin- 
burgh in  1817-20,  bloodletting  was  practised  in  every  case, 
and  was  supposed  to  cut  short  the  fever  because,  soon  after 
the  bleeding,  the  symptoms  disappeared;  now  observation 
has  proved  that  a  disease,  presenting  all  the  symptoms  noted 
in  that  epidemic,  will  get  well  in  a  short  time  if  left  to  the 
unaided  effort  of  nature,  and  that  the  inference  drawn,  that 
it  was  possible  to  cut  short  true  typhus  fever  by  bloodletting, 
was  most  erroneous,  the  disease  which  was  then  treated  by 
bloodletting  being  a  totally  distinct  disease  from  typhus,  but 
confounded  with  it.  One  consequence  of  the  supposed 
success  obtained  in  bloodletting  in  that  epidemic,  was  the 
extensive  employment  of  the  same  remedy  in  the  true 
typhus,  and  incalculable  loss  of  life  as  a  result.  Bloodletting 
is  practised  with  advantage  in  the  common  continued  fever 
of  Paris ;  in  Scotland  wine  is  the  mainstay,  and  bleeding  is 
stated  to  be  most  injurious.  '  Mere  difference  in  epidemic 
constitution,'  say  the  advocates  of  the  identity  of  the  disease 
in  those  cities.  'Two  distinct  diseases,  requiring  different 
modes  of  treatment,'  say  those  who  regard  them  in  the  light 
in  which  I  am  in  these  papers  about  to  describe  them. 
There  cannot  remain  a  doubt  on  the  minds  of  those  who 
have  treated  both  diseases  on  a  large  scale,  during  the  same 
epidemic  constitution  and  under  the  same  hygienic  pecu- 
liarities, that  typhus  fever,  i.e.  the  ordinary  fever  of  Edin- 
burgh, requires  wine  to  be  administered,  and  often  largely ; 
while  typhoid  fever,  i.e.  the  continued  fever  of  Paris,  and  a 
very  common  disease  in  London,  demands  wine  much  less 
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frequently,  and  bears  abstinence  from  stimulants  much 
more  easily,  nay,  often  derives  marked  benefit  from  it. 

Having  attempted  thus  briefly  to  show  that  it  is  of  no 
trifling  importance  to  distinguish  two  or  more  diseases  con- 
founded under  one  name,  before  anything  like  practical 
directions  for  treatment  can  be  offered,  I  may  state,  that  my 
intention  is  merely  to  give  such  descriptions  and  illustrations 
of  the  diseases  commonly  termed  continued  fever,  as  shall 
enable  the  practitioner  to  discriminate  them  from  each  other 
with  facility.  In  proof  of  the  ease  with  which  the  diagnosis 
between  the  two  most  important, — viz.,  typhus  and 
typhoid  fevers, — can  be  made,  I  may  state,  that  the  nurses 
of  the  London  Fever  Hospital  rarely  fail  to  distinguish 
between  the  two ;  and  I  am  constantly  answered,  when  asking 
them  if  any  new  cases  have  been  admitted,  by  '  Yes,  Sir,  a 
case  of  typhoid  or  a  case  of  typhus  fever,'  as  it  may  happen, 
and  it  is  not  common  for  me  to  have  to  correct  their 
diagnosis. 

I  have  no  intention  of  attempting  to  prove  in  these  papers 
what  /  affirm, — viz.,  that  each  of  the  diseases  here  described 
are  really  distinct  from  each  other,  in  the  same  sense  as  are 
scarlet  fever  and  small-pox.  That  I  have  already  done 
elsewhere,  so  far  as  concerns  the  symptoms  and  lesions  of 
typhoid  and  typhus  fevers  ;x  and  I  have  now  in  my  possession 
the  materials  for  giving  the  final  proof  of  their  non-identity, 
by  showing  that  their  exciting  cause  is  different.  These 
materials  consist  of  an  analytical  examination  of  all  the  cases 
in  which  more  than  one  patient  has  been  admitted  from  the 
same  house  into  the  London  Fever  Hospital  during  the  last 
three  years. 

The  plan  I  propose  to  adopt  in  these  papers  is,  in  the  first 
place,  to  detail  a  few  cases  illustrating  the  ordinary  uncom- 
plicated form  of  each  disease;  then  to  sketch  briefly  the 

i  See  a  series  of  papers  by  the  author  in  the  Monthly  Journal  of  Medicine, 
for  April,  June,  and  subsequent  months  of  1849,  '  On  the  Identity  of  Typhoid 
and  Typhus  Fevers,'  etc.  (reprinted  in  present  volume,  pp.  3  to  135).  I  may 
add,  that  during  more  than  three  years'  almost  daily  attendance  at  the  London 
Fever  Hospital,  I  have  not  seen  nor  heard  of  one  exception  having  occurred 
among  fatal  cases  to  the  rule,  that  fever,  accompanied  by  the  rose  spots,  is  also 
attended  by  disease  of  Peyer's  patches  and  the  mesenteric  glands,  and  that 
fever,  with  mulberry  rash,  offers,  after  death,  no  lesion  of  the  same  organs. 


174  TYPHUS  FEVER 

principal  features  of  that  disease  in  a  severe  form,  with  the 
pathological  appearances  usually  observed  in  the  uncompli- 
cated disease ;  and,  finally,  to  illustrate  the  various  anomalies 
and  complications  of  that  disease,  incidentally  referring  to 
the  treatment. 

For  the  accuracy  of  the  facts  and  observations,  and  for 
the  soundness  of  the  opinions  expressed,  I  am  alone  re- 
sponsible. The  treatment  of  the  cases  has  been  conducted  by 
the  Physicians  of  the  Hospital,  Dr.  A.  Tweedie  and  Dr. 
Southward  Smith. 

§  1.    TYPICAL    CASES    OF   TYPHUS   FEVER. 

CASE  I. — Shortly  after  exposure  to  the  contagion  from  a 
person  suffering  from  fever,  accompanied  with  mulberry  rash, 
and  without  lesion  of  Peyer's  patches,  as  proved  by  examina- 
tion after  death : 

Ensued : — Sudden  debility — headache  —  rigors  —  consti- 
pated bowels — mulberry  rash — mental  confusion — delirium 
— dry,  brown  tongue — extreme  prostration — rapid  pulse — 
death  on  the  thirteenth  day. 

Thirty-six  hours  after  death. — Persistence  of  spots  noted 
during  life — Partial  loss  of  cadaveric  rigidity — Congestion  of 
the  brain  and  pia  mater — Blood  beneath  the  lining  mem- 
brane of  pharynx — Intestinal  mucous  membrane  normal — 
Mesenteric  glands  healthy — Liver  flabby — Spleen  softened — 
Lungs  intensely  congested  posteriorly — Heart  flabby. 

J.  M.,  a  locksmith,  aged  from  65  to  70,  an  aged-looking,  thin 
man,  with  grey  hair,  was  admitted  into  the  London  Fever  Hospital, 
February  1,  1849,  under  the  care  of  Dr.  Tweedie.  His  residence 
was  an  empty  house,  of  which  he  had  charge,  14  London  Street, 
Islington.  He  had  been  in  the  habit  of  visiting  a  family  named 
Penny,  who  lived  about  one  mile  from  his  home.  Two  of  these 
people  were  admitted  into  this  hospital  a  little  while  since,  with 
well-marked  symptoms  of  typhus  fever.  The  father,  aged  46, 
died,  and  Peyer's  patches  and  the  mesenteric  glands  were  healthy. 
The  son,  aged  15,  is  still  in  this  hospital;  he,  too,  had  well-marked 
mulberry  rash.  This  man,  J.  M.,  cleaned  out  the  house  of  the 
Pennys,  which  was  in  a  most  filthy  state,  the  week  before  his 
present  illness  commenced.  He  is  of  sober  habits,  but  has  lately 
suffered  from  great  want. 
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January  25,  1849,  he  was  suddenly  seized  about  3  P.M.,  with 
a  sense  of  weariness,  pain  in  his  limbs,  headache,  rigors,  and 
chillness.  His  bowels  were  confined,  so  that  he  took  two  doses  of 
calomel,  5  grains  each,  an  aperient  draught,  and  some  jalap.  He 
took  to  his  bed  on  the  first  day  of  his  illness  and  has  not  left  it 
since.  His  wife,  from  whom  this  history  was  obtained,  noticed  his 
mind  to  wander  three  days  before  his  admission.  He  had  had  no 
epistaxis.  The  following  was  his  state  when  the  first  notes  of  his 
case  were  made,  on  the  eleventh  day  of  disease : — 

He  had  passed  a  very  restless  night,  and  had  but  little  sleep. 
He  was  dozing  at  the  time  of  the  visit,  talking  in  his  sleep. 
There  was  twitching  during  sleep  of  the  muscles  of  the  face, 
arms,  and  neck.  His  mind,  when  he  awoke,  was  found  to  be  very 
confused.  He  had  no  idea  where  he  was,  nor  how  long  he  had 
been  in  the  hospital;  but  he  knew  those  around  him.  His 
complexion  was  particularly  muddy.  His  face  was  pale  ;  there  was 
no  increased  vascularity  of  the  conjunctive,  and  the  pupils  were 
natural.  He  was  quite  unable  to  leave  his  bed  unassisted,  and 
even  turned  with  some  difficulty.  His  lips  were  dry ;  the  tongue 
dry  and  covered  with  dark  brown  rough  fur.  His  bowels  confined 
for  the  two  days  preceding  his  admission,  had  acted  twice  since 
from  castor  oil;  there  was  no  appetite,  some  thirst,  no  fulness, 
resonance,  tenderness,  nor  gurgling  of  the  abdomen.  The  pulse 
was  120;  very  weak.  There  was  much  cough;  the  respiration 
was  30,  and  quiet.  He  expectorated  a  little  frothy,  tenacious 
mucus. 

Physical  chest  signs. — Some  slight  want  of  resonance  posteriorly 
over  the  most  depending  part  of  lungs.  At  the  same  place  was 
heard  unequal,  coarse,  sub-mucous  rale,  and  breath  sound  appeared 
as  if  muffled. 

The  skin  was  warm,  dry,  and  spotted. 

The  spots  were  very  numerous,  and  there  was  an  abundant 
subcuticular  rash;  some  of  the  spots  faded  on  pressure,  others 
were  unaffected,  none  disappeared,  none  were  elevated.  They 
were  darker  in  hue  on  the  back  than  elsewhere.  The  dorsum 
generally  was  much  congested ;  there  were  no  miliary  vesicles. 

Gin,  4  oz. ;  mist.  am.  carb.  4tis  horis;  jus  bov.  On  the  12th 
day  the  pulse  had  risen  to  160,  and  was  very  weak;  the  respira- 
tion was  36.  He  had  passed  a  very  restless  night ;  lay  night  and 
day  with  his  eyes  open  muttering  unintelligibly.  The  expression 
of  prostration  was  much  more  marked,  and  he  turned  in  bed  with 
great  difficulty.  He  opened  his  mouth  when  told  to  show  his 
tongue,  but  made  no  effort  to  protrude  it.  The  twitching  of  the 
muscles  continued, — the  conjunctives  were  considerably  more  in- 
jected than  natural. 
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The  gin  was  increased  to  6  oz.  He  died  at  3  A.M.  on  the  4th 
of  February,  i.e.  the  13th  day  of  disease. 

The  body  was  examined  36  hours  after  death,  and  the  follow- 
ing appearances  noted : — 

Cadaveric  rigidity  disappearing  from  upper  extremities  still 
tolerably  marked  in  the  knees  and  toes.  Abdomen  concave. 
Some  greenish  discolouration  of  the  flanks  and  abdominal  parietes. 
Scattered  over  the  whole  surface  of  the  trunk  and  extremities 
•were  numerous  purplish  spots  (i.e.  those  noted  during  life).  The 
posterior  surface  of  the  body  was  much  discoloured.  The  spots 
above  referred  to  were  on  the  discoloured  parts  darker  than  else- 
where. 

Head. — There  was  considerable  subarachnoid  effusion.  Opacity 
and  thickening  of  the  arachnoid,  especially  over  the  anterior  lobe. 
The  pia  mater  was  congested.  The  arachnoid  and  pia  mater 
separated  in  one  mass  from  the  convolutions,  and  without  remov- 
ing any  of  the  grey  matter.  There  was  a  little  serosity  in  the 
lateral  ventricles,  and  about  1  ounce  at  the  base  of  the  brain. 
The  red  points  throughout  the  grey  and  white  matter  were  more 
numerous  than  usual.  The  substance  of  the  brain,  including  the 
central  parts,  was  firm. 

The  tongue  was  covered  with  dry  brown  mucus.  The  pharynx 
was  pale,  and  there  was  a  little  effused  blood  beneath  the  mucous 
membrane  of  the  uvula.  The  oesophagus  was  dusky  purple.  The 
cartilages  of  the  larynx  were  ossified ;  its  lining  membrane  was 
pale.  The  mucous  membrane  of  the  trachea  was  pale  and  healthy. 

There  was  no  fluid  in  either  pleura. 

The  left  lung  was  bound  by  old  adhesions  at  the  apex  to  the 
costal  pleura ;  it  contained  several  cretaceous  masses.  The  poste- 
rior part  of  the  inferior  lobe  contained  much  frothy,  dirty,  reddish 
serosity ;  most  abundant  in  the  most  depending  part.  The  texture 
of  this  part  was  softened,  its  colour  dark  brownish  red. 

The  right  lung  was  united  to  the  costal  pleura  by  universal  old 
adhesions ;  it  generally  resembled  the  left. 

The  bronchial  tubes  contained  much  frothy  mucus;  their 
mucous  membrane  was  dusky  red;  its  thickness  and  consistence 
appeared  natural. 

The  pericardium  contained  about  1  drachm  of  transparent 
yellow  serosity.  The  heart  was  slightly  enlarged ;  its  lining 
membrane  was  stunied  on  the  right  side.  The  valves  were 
healthy,  the  substance  flabby. 

Much  dark  fluid  blood,  and  some  loose  black  coagula  escaped 
from  the  venae  cavse  and  pulmonary  veins.  Tha  right  auricle  and 
ventricle,  and  the  left  auricle,  were  distended  with  black  loosely 
coagulated  blood  ;  the  left  ventricle  contained  a  little  fluid  blood. 
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In  the  pulmonary  artery  and  aorta  respectively  was  a  smooth 
clot  moulded  to  the  sigmoid  valves. 

The  pyloric  half  of  the  lining  membrane  of  the  stomach  was 
covered  with  thick  mucus.  There  was  no  mammillation  of  that 
membrane,  the  consistence  and  thickness  of  which  was  natural. 
Its  colour  was  pale  dusky  red.  The  colour,  consistence,  and  thick- 
ness of  the  mucous  membrane  of  the  small  and  large  intestines  was 
natural  throughout.  Peyer's  patches  were  very  indistinct.  There 
was  no  enlargement  of  the  mesenteric  glands. 

The  liver  was  flabby,  otherwise  normal.  The  gall  bladder  was 
distended  with  thick  dark  greenish  bile;  its  lining  membrane 
appeared  healthy. 

The  pancreas  was  pale  and  healthy. 

The  spleen  weighed  8  oz.,  and  was  very  much  softened  ;  rapidly 
becoming  pulpy  on  exposure. 

The  kidneys  were  healthy  in  appearance. 

The  urinary  bladder  was  not  examined. 

CASE  II. — After  exposure  to  the  contagion  of  fever, 
accompanied  with  mulberry-rash,  and  without  lesion  of 
Peyer's  patches,  as  proved  by  examination  after 
death : 

Ensued: — Sudden  frontal  headache — loss  of  appetite — 
extreme  chilliness — bowels  regular — very  scanty  epistaxis 
— mulberry  rash — little  loss  of  strength  till  ninth  day,  then 
sudden  and  extreme  prostration — mental  confusion — somno- 
lence— delirium — dry  brown  tongue — absence  of  abdominal 
symptoms — quick  pulse — profuse  sweats — death  on  the 
fourteenth  day. 

Twenty-nine  hours  after  death: — Persistence  of  spots 
noted  during  life — marked  cadaveric  rigidity — clots  in  the 
cavity  of  the  arachnoid — congestion  of  the  pia  mater  and 
cerebral  substance — intense  congestion  of  the  most  depend- 
ing part  of  the  lungs — heart  flabby — absence  of  intestinal 
and  mesenteric  lesion  —  liver  flabby — spleen  softened — 
separation  from  basement  membrane  of  the  epithelium  of 
oesophagus,  kidneys  and  bladder. 

George  W.,  aged  49,  a  native  of  London,  a  labourer  in  the 
docks,  was  admitted  into  the  London  Fever  Hospital,  August  15th, 
1849,  under  the  care  of  Dr.  Tweedie.  A  thin  man,  with  light 
hair  and  eyes,  and  fair  skin.  His  wife  was  received  into  the 
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hospital  at  the  same  time  with  himself.1  He  stated  that  his 
previous  health  had  been  very  good,  that  he  had  never  been  con- 
fined to  his  bed  before.  He  affirmed  that  he  was  of  temperate 
habits,  but  this  was  doubtful 

Present  Illness. — About  3  P.M.  on  Friday,  August  10th, 
1849,  he  was  seized  with  frontal  headache.  On  the  following  day 
his  appetite  failed  him,  and  the  pain  in  the  head  increased  in 
severity.  On  the  3rd  day  he  complained  of  chilliness,  and  felt 
so  cold  that  he  '  could  have  crept  into  the  fire.'  He  lost  a  few 
drops  of  blood  from  the  nose  as  he  came  to  the  hospital  on  the 
15th.  His  bowels  were  regular  from  the  outset,  and  there  had 
been  no  vomiting. 

Present  Symptoins. — August  16th,  7th  day  of  disease.  He 
slept  well  last  night  (i.e.  first  night  in  the  hospital).  His  mental 
powers  appear  unaffected.  The  expression  of  his  countenance  is 
nearly  natural.  He  complains  of  much  frontal  headache ;  there  is 
a  little  vertigo.  His  special  senses  are  unaffected.  The  conjunc- 
tivas are  somewhat  more  injected  than  natural ;  the  pupils  are 
normal. 

He  walked  up  stairs  on  admission  last  evening  unassisted,  and 
now  leaves  his  bed  with  facility.  His  position  in  bed  is  uncon- 
strained. 

His  tongue  is  white,  and  rather  dry  in  the  centre.  He  has 
passed,  since  his  admission,  four  formed  stools.  He  has  trifling 
pain  about  the  umbilicus.  There  is  no  fulness,  resonance,  tender- 
ness, nor  gurgling  of  abdomen. 

The  pulse,  96,  is  full  and  soft.  There  is  no  cough.  The 
physical  chest  signs  are  normal. 

The  skin  is  warm,  dry,  and  spotted.  The  spots  are  not  very 
numerous  on  the  trunk,  but  are  found  in  greater  number  on  the 
extremities.  They  are  not  elevated ;  some  disappear ;  some  fade 
only  on  pressure.  Those  on  the  fore-arm  and  backs  of  the  hands 
are  larger  and  of  a  brighter  hue  thon  elsewhere ;  the  large  majority 
of  these  disappear  on  pressure. 

Mist.  am.  acet. ;  jus  bov. 

On  the  8th  day  somnolence  commenced ;  at  the  same  time 
his  mind  became  dull  and  his  memory  defective ;  his  estimate  of 
time  being  prolonged.  The  somnolence  and  mental  confusion  in- 
creased. On  the  10th  day  he  complained  that  he  felt  his  mind 
was  wandering,  that  he  had  '  appeared  to  travel  hundreds  of 
thousands  of  miles  during  the  night.'  There  was  no  actual 
delirium  at  this  time.  He  knew  the  name  of  the  day  on  which 

1  This  woman's  case  is  detailed  subsequently  (Case  xxi.  p.  234).  She 
laboured  under  well-marked  typhus  fever,  and  died  on  about  the  twenty- 
eighth  day  from  the  outset  of  her  illness. 
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he  entered  the  hospital,  but  thought  he  had  been  in  eight  instead 
of  five  days.  The  conjunctivas  were  at  this  time  considerably  in- 
jected, and  the  somnolence  was  almost  constant.  On  the  llth 
day  he  was  delirious  night  and  day  when  aroused  from  somno- 
lence ;  the  stools  and  urine  were  passed  into  bed. 

The  somnolence  was  less  constant  on  the  12th  day.  The 
pulse,  96  on  the  8th  day,  was  108  on  the  9th,  and  120  on  the 
10th  day,  which  rate  of  frequency  it  maintained  till  the  last  note 
was  taken  on  the  13th  day. 

His  tongue  on  the  9th  day  was  dry  brown,  and  continued  un- 
changed in  appearance  till  his  death.  He  left  his  bed  with  diffi- 
culty unassisted  on  the  9th  day,  but  on  the  llth  day  he  could 
scarcely  turn  without  aid.  On  the  12th  day  he  appeared  some- 
what improved,  less  somnolent,  and  more  sensible,  for  he  asked  to 
be  assisted  on  to  the  close  pan.  He  turned  in  bed  also,  unassisted, 
at  will.  His  bowels  continued  regular,  acting  twice  daily.  The 
stools  were  solid.  The  following  notes  were  made  on  the  after- 
noon of  13th  day  of  disease,  i.e.  that  preceding  his  death  : — 

'Pulse  120,  extremely  weak.  He  is  sweating  profusely.  The 
nurse  states  that  he  has  perspired  so  much  that  his  clothes  have 
been  soaked  through.  The  skin  is  cool ;  the  spots  are  well  out, 
and  little  affected  by  pressure  on  the  back.  The  backs  of  the 
hands  have  a  somewhat  livid  hue.  He  slept  little  during  the 
night,  but  has  dozed  the  greater  part  of  to-day.  He  is  delirious 
when  awake.  The  conjunctivse  are  injected,  the  left  very  much 
less  so  than  the  right.  He  opens  his  mouth  when  told  to  show 
his  tongue,  but  makes  no  effort  to  protrude  it.  He  is  unable  to 
move  unassisted  in  bed.  There  is  some  catching  of  the  hands, 
and  subsultus  tendinum.' 

He  has  passed  two  watery  stools  into  bed. 

The  treatment  adopted  was  stimulant.  On  the  8th  day  of 
disease  8  oz.  of  porter  was  administered ;  on  the  9th  it  was  in- 
creased to  a  pint.  4  oz.  of  gin  were  added  on  the  10th  day,  and 
carbonate  of  ammonia,  in  doses  of  5  gr.,  was  administered  every 
four  hours  in  addition  to  the  other  stimulants  on  the  llth  day. 

He  sank  gradually,  and  died  at  10  A.M.  on  the  23rd  August, 
i.e.  the  1 4th  day  of  disease. 

The  body  of  George  Warren  was  examined  at  3  P.M.,  August 
24th,  i.e.  twenty-nine  hours  after  death. 

Height,  5  ft.  5  in.;  length  of  trunk,  21^  in.;  breadth  of 
shoulders,  15  in. 

The  cadaveric  rigidity  was  well  marked.  Numerous  purplish 
spots,  the  remains  of  those  observed  during  life,  were  visible  on 
.the  anterior  surface.  The  posterior  surface  of  the  trunk  and  ex- 
tremities were  of  a  port-wine  hue,  dotted  over  with  spots  of  a 
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much  deeper  colour,  the  latter  the  remains  of  spots  seen  before 
death.  The  discoloration  gradually  faded  as  it  approached  the 
anterior  surface.  The  parietes  of  the  iliac  fossse  were  of  a  very 
pale  greenish  hue;  the  abdomen  concave.  The  muscles  were 
dark ;  there  was  about  half  an  inch  of  fat  on  the  walls  of  the 
abdomen. 

Head. — The  dura  mater  appeared  normal.  On  the  convex 
surface  of  the  right  hemisphere  of  the  brain,  within  the  cavity  of 
the  arachnoid,  near  the  junction  of  the  anterior  and  middle  lobes, 
and  about  l£  inch  from  the  longitudinal  fissure,  was  a  crimson 
and  black  clot  (i.e.  its  colour  varied  with  its  thickness),  thin,  flat, 
about  an  inch  in  diameter.  A  similar  clot  was  found  between  the 
anterior  lobe  and  the  falx  cerebri.  Over  the  convex  surface  of  the 
left  hemisphere,  also  within  the  cavity  of  the  arachnoid,  were 
scattered  six  clots,  each  about  the  size  of  split  peas.  A  little 
bloody  serosity  escaped  on  dividing  the  dura  mater.  The  arach- 
noid covering  the  convex  surface,  especially  of  the  middle  lobes  of 
the  brain,  was  considerably  thickened,  and  had  a  milky,  semi- 
opaque  appearance.  There  was  a  little  colourless  serosity  beneath 
the  arachnoid,  slightly  elevating  that  membrane  at  places,  and  also 
infiltrating  the  pia  mater.  There  was  considerable  injection  of 
that  membrane  between  the  cerebral  convolutions.  The  arachnoid 
and  pia  mater  separated  from  the  cerebral  surface  in  one  mass :  no 
portion  of  the  grey  matter,  however,  came  away  with  them.  The 
grey  matter  of  the  convolutions  had  a  pinkish  hue,  more  marked 
next  the  white  substance  than  on  the  free  surface.  The  red  points 
in  the  white  substance  were  rather  more  numerous  than  is  normal. 
The  lateral  ventricles  contained  about  one  drachm  of  transparent, 
colourless  serosity.  The  vessels  of  the  plexus  choroides  and  the 
venae  corp.  atriat.  were  distended  with  blood.  The  cerebral  sub- 
stance, including  the  commissura  mollis l  and  other  central  parts, 
was  of  good  consistence.  About  half  an  ounce  of  serosity  was 
found  at  the  base  of  the  skull,  but  no  clots. 

The  tongue  was  pale  brown,  and  covered,  as  was  the  velum 
pend.  palati,  with  thick  mucus. 

The  pharynx,  oesophagus,  larynx,  and  trachea,  were  healthy  in 
appearance,  but  there  was  no  trace  of  epithelium  on  the  oesophagus, 
and  the  larynx  contained  some  thick  mucus. 

There  was  no  fluid  in  either  pleura. 

The  apex  of  the  left  lung  was  firmly  adherent  to  the  costal 
pleura,  and  in  the  substance  of  the  apex  were  several  collections 
of  mortar-like  matter. 

1  When  examining  the  brain  I  have  always  noted  the  consistence  of  the 
commissura  mollis,  because  that  is  one  of  the  first  parts  of  the  organ  to  suffer 
from  cadaveric  softening. 
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The  posterior  portion  of  the  inferior  lobe  was  of  a  deep 
brownish-purple  colour,  and  gave  exit,  on  section,  to  a  considerable 
quantity  of  red,  slightly  aerated  serosity ;  on  pressure  this  fluid 
gushed  out.  The  pulmonary  tissue  was,  however,  crepitant,  and 
floated  in  water.  The  most  depending  parts  were  the  deepest  in 
hue  and  contained  the  least  air.  The  anterior  portion  of  the  lung 
was  pale  and  somewhat  emphysematous. 

The  right  lung  resembled  the  left  in  all  particulars,  except  that 
the  congestion  of  the  posterior  part  of  the  inferior  lobe  was  more 
marked ;  and  here  and  there,  from  its  most  depending  part,  very 
small  pieces  could  be  cut  which  sank  in  water;  there  was  no  line  of 
demarcation  between  the  consolidated  and  non-consolidated  tissue; 
the  latter  sank  in  water  when  slightly  pressed  before  immersion. 

The  bronchial  tubes  contained  very  little  mucus ;  their  lining 
membrane  was  of  a  dull  red  colour. 

There  was  no  enlargement  of  the  bronchial  glands. 

The  pericardium  appeared  healthy ;  it  contained  about  three 
drachms  of  transparent  yellow  serosity. 

The  heart,  slightly  enlarged,  was  very  flabby,  both  sides  being 
equally  affected.  The  endocardium  was  stained  of  a  dull  reddish 
colour.  The  right  auricle  and  ventricle  contained  a  moderate- 
sized,  black,  and  soft  fibrinous  clot.  The  left  side  of  the  heart 
was  empty.  The  valves  were  healthy.  Some  fluid  dark  blood, 
and  two  or  three  very  small  loose  black  clots,  escaped  from  the 
venae  cavee  and  pulmonary  veins  when  the  heart  was  removed. 

The  mucous  membrane  of  the  stomach  was  mammillated  through- 
out, from  cardiac  orifice  to  pylorus,  excepting  only  a  narrow  band 
along  the  smaller  curvature.  There  were  numerous  rugse  along  the 
greater  curvature.  The  consistence  of  the  mucous  membrane  was 
firm;  its  thickness  somewhat  increased.  Strips  of  half  an  inch 
were  readily  obtained  from  the  anterior  surface  of  the  stomach, 
and  seven-eighths  from  the  great  cul-de-sac.  Its  colour  through- 
out was  a  delicate,  pale,  yellowish  red  grey. 

The  small  and  large  intestines  were  pale  and  healthy  in  con- 
sistence. Strips  of  mucous  membrane,  of  ordinary  length,  were 
readily  obtained. 

Peyer's  patches  were  normal  in  appearance.  The  mucous  mem- 
brane covering  them  was  of  good  consistence.  The  mesenteric 
glands  were  scarcely  visible. 

The  liver  was  very  flabby,  and  tore  with  facility.  It  was  of  a 
pale  yellowish  liver  colour. 

The  gall  bladder  contained  about  half  an  ounce  of  exceedingly 
thick  bile,  green  in  mass.  Its  lining  membrane  appeared  normal. 

The  spleen  weighed  seven  and  a  half  ounces.  It  was  decidedly 
softened. 
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The  pancreas  was  pale  and  healthy. 

The  kidneys  were  healthy.  A  milky  fluid  was  expressed  from 
the  mammilla.  The  mucous  membrane  of  the  urinary  bladder 
was  somewhat  congested  posteriorly.  It  contained  about  half  an 
ounce  of  milky  fluid. 

The  turbidity  of  the  fluid  expressed  from  the  kidneys,  and  of 
that  contained  in  the  bladder,  was  due  to  the  large  number  of 
epithelium  scales  they  contained.  Those  in  the  fluid  from  the 
bladder  were  evidently  detached  from  the  lining  membrane  of 
that  organ. 

CASE  III. — After  exposure  to  the  contagion  of  fever, 
accompanied  by  mulberry  rash : 

Ensued  : — Sudden  attack  of  pain  in  limbs — Severe  rigors 
— Heat  of  Skin — Slight  headache — Some  loss  of  mental 
power — Sudden  debility — Bowels  regular — Frequent  vomit- 
ing— Muddy  hue  of  face — Mulberry  rash — Tongue  somewhat 
dry  and  brown — Pulse  quick — Absence  of  abdominal  signs 
— Deafness,  twelfth  day — Marked  improvement  on  thirteenth 
day — Kecovery — Death  on  about  fortieth  day  from  small- 
pox. 

J.  H.,  aged  26,  an  agricultural  labourer,  not  in  want  of 
food,  but  residing  in  a  crowded  small  room,  at  Islington,  was 
admitted  into  the  London  Fever  Hospital,  November  3rd,  1848, 
under  the  care  of  Dr.  Tweedie.  His  brother  was  received  into  the 
hospital  at  the  same  time,  labouring  under  typhus  fever,  and 
covered  with  well-marked  mulberry  rash.  He  was  a  strong-made, 
moderately  stout,  dark  man,  who  had  never  suffered  a  day's  illness 
till  the  present  attack. 

On  Saturday,  October  the  28th,  1848,  he  was  seized  with 
pains  in  the  limbs,  severe  rigors,  several  times  repeated,  and  each 
time  followed  by  heat  of  skin,  but  there  was  no  sweating;  there 
was,  at  the  same  time,  slight  frontal  headache.  He  vomited 
several  times  before  his  admission.  His  bowels  were  regular  from 
the  outset.  He  took  to  his  bed  on  the  Sunday  morning,  because 
he  '  felt  too  ill  and  weak  to  keep  about.' 

The  following  note  was  made  on  the  8th  day  of  disease  : — 
'  He  slept  well  last  night.  The  mind  is  dull,  the  expression  heavy; 
the  face  is  dusky  red,  and  has  a  somewhat  muddy  aspect.  There 
is  no  headache  nor  delirium.  He  suffers  from  vertigo  when  in  the 
erect  position.  The  conjunctivas  are  very  much  injected,  the  pupils 
natural.  With  the  exception  of  a  bitter  taste,  and  a  sense  of  un- 
pleasant odour,  there  is  no  affection  of  the  special  senses.' 
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His  position  in  bed  is  unconstrained,  but  he  leaves  it  unassisted, 
with  great  difficulty. 

His  lips  are  dry ;  there  are  sordes  on  the  teeth ;  the  tongue  is 
covered  with  a  thick  white  fur, — its  border  and  tip  are  red. 
There  is  complete  loss  of  appetite;  the  thirst  is  considerable. 
He  passed  three  stools  this  morning,  after  a  dose  of  castor-oil. 
There  is  neither  fulness,  resonance,  tenderness,  nor  gurgling  of 
the  abdomen.  The  pulse  was  120  of  moderate  power.  There 
was  a  little  cough,  and  he  had  expectorated  since  his  admission 
about  two  drachms  of  mucus,  streaked  with  bright  blood.  There 
were  no  abnormal  physical  chest-signs. 

The  skin  was  hot,  dry,  and  spotted.  The  spots  were 
numerous ;  some  obscure,  others  well  marked.  They  were  of 
irregular  shape;  the  majority  faded;  a  few  disappeared  on  pressure. 

Abrad.  Capill. :  Mist.  am.  acet.;  jus  bov. 

The  notes  made  on  the  9th  and  10th  days  show  but  little 
change  in  his  condition.  On  the  llth  day,  the  spots  were 
observed  to  be  decidedly  darker  in  hue,  and  less  affected  by  pres- 
sure. He  moaned  much  in  his  sleep,  and  his  tongue  was  dry  in 
the  centre.  On  the  12th  day  there  was  slight  deafness,  and  the 
pulse  fell  from  120  to  108  ;  but  the  tongue  was  rather  tremulous, 
and  the  skin  continued,  as  from  the  first,  hot  and  dry,  and  the 
conjunctive  much  injected. 

On  the  13th  day,  a  decided  improvement  took  place,  the 
pulse  had  fallen  at  the  time  of  the  visit  to  96  ;  the  skin  was  warm 
and  soft,  the  complexion  clearer,  the  tongue  steady,  the  conjunc- 
tivse  less  vascular,  and  the  spots  paler.  On  the  following  day  the 
pulse  again  fell  to  76,  the  tongue  began  to  clear,  the  appetite  had 
partially  returned,  the  conjunctive  were  pale,  and  of  the  spots 
merely  a  trace  remained,  in  the  form  of  a  brownish  stain  ;  but,  at 
the  same  time,  the  deafness  increased.  This,  however,  disappeared 
in  about  three  days,  and  his  appetite  was  so  good  that  he  was 
placed  on  convalescent  diet.  He  continued  to  gain  strength  for 
ten  days,  when  he  was  suddenly  seized  with  rigors,  vomiting,  etc.; 
and  in  three  days  an  eruption  of  small-pox  pustules  appeared. 
He  was  removed  into  the  Small-pox  Hospital.  He  had  the  disease 
in  the  confluent  form,  and  died  in  about  eight  days. 

Through  the  kindness  of  the  medical  officers  of  the  institution, 
I  was  permitted  to  examine  the  body.  It  is  sufficient  to  observe 
that  the  intestinal  canal  and  mesenteric  glands  were  quite  free 
from  any  trace  of  lesion.  The  agminated  glands  were  carefully 
examined,  and  I  am  certain  no  remains  of  cicatrisation  could  have 
escaped  observation. 
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CASE  IV. — After  exposure  to  the  contagion  of  fever, 
accompanied  with  mulberry  rash,  and  without  lesion  of 
Peyer's  patches,  as  proved  by  examination  after  death : 

Ensued  : — Headache — pain    in    the    limbs — delirium  — 
somewhat  relaxed  bowels — absence    of    abdominal  signs — 
quick    pulse — mulberry  rash — deafness    on    the   15th    day 
— Convalescence  on  the  16th  day. 

Thomas  B.,  aged  6,  a  moderately  stout  fair  child,  was 
admitted  into  the  London  Fever  Hospital,  April  30th,  1849, 
under  the  care  of  Dr.  Tweedie. 

His  mother,  brother,  and  the  nurse  of  his  mother,  were  all 
received  into  the  hospital  the  same  week,  and  all  had  the  mulberry 
rash. 

His  present  illness  commenced  on  the  20th  April,  with  head- 
ache and  pains  in  the  limbs.  Delirium  was  observed  on  the  8th 
day  of  the  disease.  His  bowels  were  relaxed  (from  medicine  ])  for 
the  four  days  preceding  his  entrance  into  the  hospital. 

The  following  notes  were  made  when  I  first  saw  him  on  the 
eleventh  day  of  disease : — He  is  very  delirious,  screaming  and 
crying.  He  says  that  he  has  no  pain  in  his  head.  The  complexion 
is  thick,  and  there  is  a  mottled  appearance  of  the  face,  as  if  from 
eruption  seen  through  the  cuticle.  There  is  no  running  from  the 
eyes  nor  nose.  He  can  just  stand  alone,  but  staggers  a  little.  His 
tongue  is  slightly  furred,  and  dry  in  the  centre.  He  has  passed 
no  stool  since  his  admission  this  morning.  There  is  no  appetite, 
and  but  little  thirst.  The  abdomen  is  free  from  pain,  tenderness, 
or  gurgling.  The  pulse  is  120  ;  rather  weak  ;  there  is  no  cough, 
and  no  abnormal  physical  chest-signs. 

The  skin  is  warm  and  dry.  The  trunk  and  extremities  are 
covered  with  roundish  dusky  red  spots,  not  elevated  above  the 
surrounding  skin,  which  fade  on  pressure,  and  an  abundant  sub- 
cuticular  rash.  There  are  no  miliary  vesicles. 

Mist.  am.  acet.  :  jus  bov. 

The  delirium  continued  the  two  following  days,  and  he  passed 
restless  nights.  The  mulberry  rash  was  much  paler  on  the  15th 
day  ;  there  was  a  little  appetite,  and,  on  the  same  day,  slight 
deafness  was  observed  for  the  first  time.  The  tongue,  dry  and 
brown  in  the  centre  on  the  fourteenth  day,  was  moist  and  clean 
on  the  fifteenth.  The  bowels  acted  twice  daily ;  the  stools  were 
not  watery.  The  pulse  continued  at  120  till  the  16th  day  of 
disease,  when  the  following  note  marked  his  convalescence. 

Pulse  96.  He  slept  well;  tongue  is  moist  and  clean;  appetite 
returning ;  one  stool ;  no  abnormal  abdominal  signs ;  skin  cool, 
soft.  Spots  scarcely  visible. 


TYPICAL  CASES  185 

I  would  here  direct  particular  attention  to  a  few  points 
connected  with  the  four  cases  above  detailed. 

1st.  The  ages  of  the  patients  were  respectively,  seventy, 
forty-nine,  twenty-six,  and  six  years;  i.e.  there  was  about 
twenty  years  difference  in  the  ages  of  each  of  the  four  cases. 

2nd.  Each  case  was  clearly  and  indisputably  traceable  to 
contagion  as  a  highly  probable  exciting  cause. 

3rd.  These  cases  agree  with  each  other,  and  with  those 
from  which  they  caught  the  disease  in  the  presence  of  the 
diagnostic  symptom,  i.e.  the  mulberry  rash,  and  in  the 
absence  of  the  anatomical  character  of  typhoid  fever,  i.e. 
of  lesion  of  Peyer's  patches,  and  enlargement  of  the  mesen- 
teric  glands. 

4th.  These  four  cases  further  agree  with  each  other  in  the 
duration  of  the  disease  under  which  they  laboured. 

5th.  The  two  patients  who  died  during  the  course  of  the 
fever,  offered  no  lesion  after  death  to  account  for  the  fatal 
termination ;  the  patient  who  fell  a  victim  to  smaU-pox  pre- 
sented no  trace  of  lesion  referable  to  the  fever ;  and  the  child 
who  recovered  exhibited  no  symptoms  that  could  lead  us  to 
suppose  that  any  one  organ  suffered  in  such  a  manner,  as  that 
if  the  child  had  died,  serious  structural  change  would  have 
been  seen  on  examination  of  the  body  after  death. 

Having  detailed  four  cases  of  uncomplicated  typhus  fever, 
which  might  be  regarded  as  models  of  that  disease,  I  shall 
now  give  a  general  description  of  typhus  fever  in  its  severe 
form,  before  considering  the  special  symptoms  on  the  vary- 
ing severity  of  which  the  modifications  the  disease  exhibits 
chiefly  depend. 

§  2.  GENERAL  DESCRIPTION  OF  THE  SYMPTOMS  AND 
PATHOLOGICAL  APPEARANCES  OBSERVED  IN  TYPHUS 
FEVER. 

Typhus  fever  attacks  persons  of  both  sexes  and  of  all 
ages,  from  early  infancy  to  extreme  old  age. 

After  a  few  days'  trifling  sense  of  languor,  or  slight  malaise 
of  mind  and  body,  the  patient  is  seized,  more  or  less  suddenly, 
with  rigors  and  chilliness,  usually  followed  by  heat  of  skin, 
and  occasionally  by  sweating ;  pains  in  the  back  and  limbs, 
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and  frontal  headache.  The  rigors  and  sense  of  chilliness  are 
in  many  cases  repeated,  at  irregular  intervals,  for  two  or 
three  days.  The  patient  hovers  over  the  fire  one  hour, 
although  his  skin  may  at  the  time  feel  hot  to  his  attendant, 
and  the  next  hour  complains  of  the  heat  of  the  room ;  or 
when  near  the  fire  feels  hot  and  oppressed,  when  away  chilly 
and  uncomfortable.  The  appetite  is  lost,  and  there  is  fre- 
quently more  or  less  thirst  from  the  outset ;  the  tongue  is 
white,  large,  and  pale,  and  often  slightly  tremulous;1  the 
bowels  confined  or  regular ;  the  urine  rather  scanty  and  high- 
coloured  ;  nausea  and  vomiting  are  often  among  the  earliest 
symptoms.  There  is  total  want  of  sleep,  or,  on  the  contrary, 
heaviness  and  drowsiness.  Sleep,  if  it  occurs,  is  disturbed  by 
dreams,  or  interrupted  every  few  minutes  by  sudden  starts, 
is  unrefreshing.  The  sick  man  frequently  declares  that  he 
has  '  not  had  a  wink  of  sleep,'  when  those  watching  testify 
that  he  has  slept  for  hours.2  Unable  to  think  or  to  fix  his 
attention,  he  feels  'downright  ill,'  and  so  extremely  weak, 
that,  however  pressing  the  calls  for  his  exertion,  the  patient 
usually  takes  to  his  bed  by  the  second  or  third  day,  and  not 
unfrequently  on  the  first.  There  is  both  absolute  loss  of 
muscular  power,  and  an  almost  intolerable  sense  of  exhaustion; 
the  latter  being  at  first,  perhaps,  out  of  proportion  to  the 
former.  Vertigo  and  noise  in  the  ears  are  frequently  among 
the  earliest  and  most  loudly  complained  of  symptoms, 
especially  the  former.  The  debility  increases  rapidly,  so  that 
by  the  seventh  day  the  patient  can  rarely  leave  his  bed  with- 
out some  assistance.  By  this  time,  if  not  before,  the  muscular 
movements  are  unsteady,  the  raised  arm  shakes,  and  the  pro- 
truded tongue  trembles.  The  inability  to  fix  the  thoughts 
soon  passes  into  defect  of  memory ; 3  this  into  delirium,  at 
first  between  waking  and  sleeping,  then  by  night ;  and  finally 

1  The  early  loss  of  muscular  power,  of  which  the  tremulous  tongue  is  one 
example,  is  a  symptom  of  grave  import  so  far  as  concerns  the  prognosis.     In 
no  disease  is  the  effect  of  previous  habits  of  intemperance  more  clearly  seen, 
in  causing  muscular  tremors,  than  in  typhus  fever. 

2  This  fancied  wakefulness  has  been  erroneously  termed  coma  vigil. 

3  It  is  a  singular  fact,  that  the  patient  invariably  supposes  time  to  be 
prolonged  ;  thus,  if  taken  ill  on  a  Monday,  he  will  say,  on  the  Monday  suc- 
ceeding, that  he  has  been  ill  ten  or  twelve  days,  or  perhaps  weeks,  and  never 
assert  that  his  illness  has  lasted  only  four  or  five  days.     At  the  same  time 
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by  night  and  day.  When  delirium  first  sets  in,  the  patient 
is  able  to  correct  himself,  i.e.  on  thinking  he  becomes  con- 
scious of  his  mental  error,  but  this  power  is  soon  lost,  and  he 
believes  in  the  existence  of  all  the  phantasma  his  imagination 
conjures  up,  or  his  erring  senses  paint. 

The  headache  ceases  on  from  the  7th  to  the  10th  day  of 
disease ;  if  not  before,  almost  invariably  as  soon  as  delirium 
commences.1 

About  the  5th  or  6th  day  an  eruption  appears  on  the 
skin;  at  first  consisting  of  numerous  roundish,  slightly 
elevated,  dusky  pink  spots  effaceable  on  pressure  by  the 
finger,  quickly  resuming  their  colour,  however,  when  the 
finger  is  removed ;  on  the  2nd  or  3rd  day  after  their  appear- 
ance, these  spots,  instead  of  being  effaced,  merely  fade,  i.e. 
grow  paler,  on  pressure.  At  the  same  time,  with  the  spots 
referred  to,  there  is  present  a  much  paler  rash,  which  appears 
to  be  seen  through  the  cuticle,  as  if  the  spots  composing  it 
were,  as  the  vulgar  say,  '  not  well  out.'  The  latter  is  the  sub- 
cuticular  rash,  the  whole  eruption  the  mulberry  rash. 

[NOTE. — As  a  clear  perception  of  the  characters  of  the  eruption 
in  typhus  fever  is  of  the  highest  moment  in  forming  a  diagnosis, 
attention  is  especially  directed  to  the  following  particulars  : — Seen 
on  about  9th  day,  the  patient  in  a  well-marked  case  of  typhus  fever 
appears  covered  with  a  dusky  red  rash,  having  somewhat  the  hue 
of  mulberry  stains.  On  more  minute  inspection,  and  careful 
watching  from  its  commencement  to  its  disappearance,  the  rash  is 
found  to  be  divisible  into  two  parts : — 


he  may,  and  generally  does  remember  the  name  of  the  day  on  which  he  was 
taken  ill,  or  on  which  any  given  event  happened.  If  the  medical  attendant 
tells  the  patient  that  any  given  day  is  Wednesday,  if  he  asks,  at  his  visit  on 
the  following  day,  '  How  long  is  it  since  you  saw  me  ? '  the  sick  man  will 
probably  answer,  '  three  or  four  days  ; '  but,  if  he  asks,  '  On  what  day  did 
you  see  me  last?  '  he  will  probably  be  answered  correctly,  '  on  Wednesday,' 
especially  if  any  event  occurred  at  the  first  visit  to  make  an  impression  on 
the  patient. 

1  This  is  a  point  of  great  practical  importance,  for  if  headache  is  voluntarily 
complained  of  by  the  patient,  or  even  if  declared  to  be  severe  in  answer  to 
the  question  of  the  physician,  after  delirium  has  commenced,  strong 
suspicions,  to  say  the  least,  of  inflammatory  action  within  the  cranium  should 
be  entertained,  and  remedies  adopted  in  accordance  with  that  view  of  the 
case.  While  headache,  before  delirium  has  commenced,  is  in  itself  not  the 
slightest  proof  of  increased  vascular  action  within  the  cranial  cavity. 
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I.   DISTINCT   SPOTS. 

Each  spot  passes  through  three  stages.  First  stage. — On  their 
first  appearance  the  spots  have  a  dusky  pinkish  hue,  and  are  very 
slightly  elevated.  They  vary  in  size  from  a  point  to  three  or  four 
lines  in  diameter.  They  are  somewhat  flattened  on  the  surface, 
and  have  an  irregular  outline.  They  have  no  well-defined  margin, 
but  pass  insensibly  into  the  hue  of  the  surrounding  skin.  They 
disappear  on  pressure,  but  resume  their  characteristic  appearance 
as  soon  as  the  pressure  is  removed.  The  largest  spots  appear  to 
be  formed  by  the  coalescence  of  two  or  more  smaller,  and  the  shape 
of  the  former  is,  as  a  consequence,  more  irregular  than  that  of  the 
latter.  Second  stage. — In  from  one  to  three  days  the  spots  undergo 
a  marked  change ;  they  are  no  louger  elevated  above  the  level  of 
the  surrounding  cuticle ;  their  hue  grows  darker  and  more  dingy ; 
and  instead  of  disappearing,  they  only  fade  on  pressure,  i.e.  when 
the  finger  is  firmly  pressed  on  them  they  grow  paler,  but  do  not 
entirely  disappear.  In  some  cases  the  spots,  after  reaching  this 
stage,  pass  into  very  faintly  marked,  reddish-brown  stains,  and 
then  disappear.  Third  stage. — In  other  cases  the  spots  reach  a 
third  stage ;  their  centres  become  dark  purple,  and  are  unaltered 
in  appearance  by  the  firmest  pressure,  although  their  circumferences 
still  fade;  or  the  entire  spots,  circumference  as  well  as  centre, 
change  into  petechiae.1  A  few  may  be  found  in  the  third  stage, 
while  the  majority  are  in  the  second.2  The  spots  are  generally 
very  numerous  on  the  trunk  and  extremities,  but  occasionally  there 
are  very  few.  They  are  rarely  seen  on  the  face.  Their  number 
reaches  its  maximum  on  the  2nd  or  3rd  day  at  latest.  Each  spot 
remains  from  its  first  eruption  till  the  disease  terminates,  excepting 
a  few  large  almost  scarlet  patches,  occasionally  seen  on  the  back  of 
the  hand,  on  the  5th  or  6th  day  of  the  disease,  which  usually  dis- 
appear altogether  in  a  day  or  two. 

II.   THE   SUBCUTICULAR   RASH. 

When  the  rash  is  very  abundant,  usually  many  of  the  spots 
are  pale,  imperfectly  marked,  and  run  into  each  other ;  these  spots 
are  seen  indistinctly,  as  if  situated  beneath  the  cuticle.  They 
often  give  to  the  skin  a  mottled  aspect,  and  on  this  mottled  surface, 
which  I  have  termed  the  subcuticular  rash,  as  on  a  ground,  the 
darker,  more  distinct  spots  are  situated. 

The  appearance  of  the   rash    in   typhus   fever  varies,  then, 

1  By  petechise  I  mean  spots  not  elevated  above  the  cuticle ;  of  a  dusky 
crimson  or  purple  colour,  quite  unaffected  by  pressure,  with  well-defined 
margins. 

2  I  have  sometimes  observed  the  spots  to  possess  the  characters  of  the 
second  or  third  stage  on  their  first  appearance. 
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according  to  the  number  of  the  spots,  their  stage,  the  abundance 
of  the  subcuticular  rash,  and  the  depth  of  colour  of  either.  Some- 
times there  is  present  only  a  faint  subcuticular  rash,  sometimes 
only  a  few  well-marked  spots ;  or  again,  the  subcuticular  rash  may 
be  abundant,  the  well-marked  spots  few  in  number,  or  the  latter 
may  be  very  numerous,  and  the  former  all  but  absent.  For  the 
whole  eruption  I  have  elsewhere  (see  Monthly  Journal,  April  1849) 
proposed  the  term  mulberry  rash,  and  by  that  term  I  shall  designate 
the  eruption  characteristic  of  typhus  fever  in  these  pages.] 

The  skin  throughout  the  course  of  the  disease  is  often 
particularly  sensitive,  the  lightest  touch  occasioning  pain. 
At  the  termination  of  the  first,  or  at  the  commencement  of 
the  second  week,  the  tongue  grows  dry  in  the  centre,  and  at 
the  same  time  its  white  fur  is  replaced  by  pale  dirty  brown 
mucus.  Usually  about  the  9th  or  10th  day,  but  sometimes 
much  earlier,  the  delirium  becomes  decided,  although  the 
attention  may  still  be  fixed  by  a  sharp  question.  At  this 
time  the  patient  is  in  some  cases  violent,  and,  unless  restrained, 
leaves  his  bed  to  wander  about  the  room.  The  expression, 
which  at  first  was  simply  indicative  of  languor,  weariness,  or 
of  a  semi-drowsy  condition,  resembling  that  of  a  man  un- 
willing to  be  aroused  from  half-drunken  slumbers  is  now  that 
of  complete  stupidity  and  decided  prostration.  The  complex- 
ion, which  from  the  first  was  thick  and  dirty,  in  the  course  of 
the  second  week  becomes  absolutely  muddy ;  the  conjunctivas 
injected,  and  the  pupils  contracted.  The  face  is  now  often 
flushed,  the  flush  being  dingy  and  pretty  uniform  over  the 
whole  face;  occasionally,  however,  somewhat  more  marked 
on  the  cheeks  than  elsewhere.  The  eruption  grows  darker 
in  hue,  the  centres  of  many  of  the  spots  towards  the  termina- 
tion of  the  second  week,  are  unaffected  by  pressure,  and  here 
and  there  are  to  be  seen  some  spots  with  well-defined  outline, 
quite  unalterable  in  appearance  by  the  firmest  pressure  of  the 
finger,  i.e.  true  petechise.  The  posterior  surface  of  the  trunk  is 
considerably  congested,  and  the  spots  are  there  much  darker 
and  less  affected  by  pressure  than  on  the  anterior  surface. 

About  the  10th  or  llth  day,  somnolence  sets  in  and 
gradually  passes  into  stupor  and  even  coma,  when  the  ex- 
pression indicates  profound  prostration.  The  patient  lies  on 
his  back  unable  to  turn  or  assist  himself  in  the  slightest 
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degree,  and  the  urine  is  often  passed  involuntarily,  or  is 
retained,  requiring  the  use  of  the  catheter  for  its  removal. 
The  tongue  is  thickly  coated,  dry  and  dark  brown,  or  even 
black,  appearing  as  if  baked ;  perhaps  unable  to  be  protruded ; 
the  teeth  are  covered  with  sordes ;  the  patient  is  unable  to 
be  roused  for  more  than  a  minute  or  two,  and  then  mutters 
incoherently;  the  conjunctives  are  intensely  injected,  and  the 
pupils  contracted ;  the  skin  is  cool,  and  occasionally  moist ; 
iniliary  vesicles,  or  sudamina,  are  sometimes  observed  about 
the  end  of  the  second  week;  usually  in  the  groins,  at  the 
epigastrium,  and  under  the  clavicles.1  The  abdomen  con- 
tinues flaccid  and  indolent  throughout.  The  bowels  usually 
act  once  or  twice  a  day.  the  stools  being  somewhat  relaxed. 

The  pulse,  from  the  outset  of  the  disease,  is  quickened, 
and  it  increases  in  rapidity  until  the  disease  terminates 
fatally;  or,  after  reaching  a  certain  point,  its  frequency  as 
gradually  subsides  till  health  is  restored.  A  little  cough  and 
some  sonorous  rale  are  now  and  then  present. 

The  disease  generally  terminates,  if  it  proves  fatal,  from 
the  twelfth  to  the  twentieth  day.2  Before  death  the  prostra- 
tion increases  to  the  last  degree ;  subsultus  tendinum,  or  per- 
haps involuntary  twitching  of  the  muscles  of  the  face  and  arms 
make  their  appearance ;  the  face  becomes  dusky  or  even  livid ; 
the  breathing  very  quick ;  the  pulse  so  rapid  and  feeble  that  it 
can  scarcely  be  felt,  or,  it  may  be,  quite  imperceptible ;  some 
want  of  resonance  of  the  most  dependent  part  of  the  chest 
may  often  be  observed  at  this  stage  of  the  disease ;  the 
respiratory  murmur  at  the  same  part  appears  muffled,  as  if 
heard  through  a  thick  veil,  and  there  is  sometimes  a  little 
coarse  unequal  crepitation.  The  urine,  which  is  secreted  in 
large  quantities — from  three  to  four  pints  daily, — is  retained, 

1  My  impression  is  that  sudamina  are  rarely  if  ever  seen  on  patients  more 
than  fifty  years  of  age. 

2  The  question  of  critical  days  is  not  here  considered.     It  requires  for  its 
solution  a  most  careful  analysis  of  numerous  fatal  and  non-fatal,  complicated 
and   uncomplicated   cases.     The   uncomplicated    cases   must    evidently  be 
analysed  separately  from  the  complicated,  because  the  latter  are  often  pro- 
tracted long  after  the  fever  has  run  its  course,  or  are  cut  short  by  the  severity 
of  the  local  disease  almost  irrespective  of  the   fever.      Ordinary  hospital 
records,  from  the  little  trouble  taken  to  fix  the  day  on  which  the  disease 
commences,  are  obviously  of  no  avail  in  settling  a  question  of  so  much  delicacy 
as  the  one  to  which  I  here  refer. 


SYMPTOMS  191 

or  passed  into  bed  with  the  stools  involuntarily.  The  skin 
at  this  time  is  often  bathed  in  a  profuse  sweat,  the  tempera- 
ture being  below  the  natural  standard ;  the  spots  are  scarcely, 
or  not  at  all,  affected  by  pressure,  especially  on  the  dorsum ; 
the  whole  skin  of  the  posterior  surface  of  the  trunk  is  deeply 
congested.  The  patient  lies  on  his  back  unable  to  move,  or 
he  sinks,  if  his  head  be  at  all  elevated,  towards  the  bottom  of 
the  bed.  A  slough  frequently  forms  about  the  middle  or  the 
end  of  the  second  week  on  the  lower  end  of  the  spine  or  on 
the  posterior  spine  of  the  ilium. 

Occasionally  for  a  day  or  two  before  the  fatal  termination 
of  the  disease,  the  condition  termed  coma  vigil  is  observed. 

A  person  labouring  under  coma  vigil  presents  a  very 
peculiar  appearance.  He  never  sleeps.  He  lies  on  his  back 
with  his  eyelids  widely  separated ;  his  eyes,  staring  and  fixed 
on  vacuity ;  his  mouth  partially  open ;  his  face  pale  and 
expressionless.  He  is  totally  incapable  of  being  roused  to 
give  a  sign  of  consciousness ;  the  breathing  is  often  scarcely 
perceptible ;  the  pulse  rapid  and  feeble,  or  unable  to  be  felt ; 
the  skin  cool,  perhaps  bathed  in  perspiration.  Life  is  only 
known  to  have  ceased  by  the  eye  losing  its  little  lustre,  and 
the  chest  ceasing  its  slow  and  feeble  movements.  I  have 
never  seen  recovery  from  absolute  coma  vigil. 

If,  instead  of  death,  the  disease  terminates  in  recovery, 
the  improvement  in  the  condition  of  the  patient  is  frequently 
sudden.  On  from  the  thirteenth  to  the  seventeenth  day  he 
falls  into  a  profound  quiet  sleep,  and  after  from  twelve  to 
twenty-four,  or  even  more,  hours,  awakes  decidedly  improved 
in  all  respects.  The  complexion  is  clearer ;  the  delirium  has 
disappeared ;  the  pulse  fallen  in  frequency ;  the  conjunctivas 
are  no  longer  injected ;  the  tongue  is  moist  at  the  edges ; 
there  is  perhaps  a  little  appetite ;  the  skin  is  softer ;  the  spots 
paler;  the  general  powers  improved.  In  a  few  days  the 
.tongue  cleans,  the  appetite  becomes  ravenous,  and  the  patient 
rapidly  regains  strength. 
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APPEARANCES  FOUND  AFTER  DEATH  FROM  UNCOMPLI- 
CATED TYPHUS  FEVER. 

The  cadaveric  rigidity  disappears  shortly  after  death. 
The  posterior  surfaces  of  the  trunk  and  extremities  are  of  a 
deep  port-wine  colour ;  the  abdominal  parietes  rapidly  assume 
a  greenish  hue,  and  the  course  of  the  large  superficial  veins 
in  the  neck,  arms,  and  lower  extremities  is  often  marked  by 
lines  of  a  dusky,  dirty  violet  colour.  If  miliary  vesicles 
formed  during  the  last  days  of  life,  they  are  still  seen. 

On  the  surface  of  the  trunk  and  extremities  are  found  the 
remains  of  the  spots  noted  during  life.  If  the  spots  were 
before  death  rendered  paler  on  pressure,  they  are  less  distinctly 
marked,  and  have  a  less  deep  hue  than  during  life ;  if  they 
were  unaffected  by  pressure,  they  retain  the  exact  appearance 
they  presented  before  death.  Those  on  the  most  depending 
part  of  the  subject  are  by  far  the  deepest  in  hue. 

If  a  portion  of  the  skin  is  removed  and  examined  with  a 
lens,  the  persistence  of  the  spots,  which  faded  or  grew  paler 
on  pressure  is  found  to  be  due  to  staining  of  the  surface  of 
the  cutis ;  while  the  whole  of  that  texture,  and  even  the  sub- 
cutaneous tissue,  is  dyed  deep  purple,  in  those  spots  which 
were  unaffected  by  pressure  during  life. 

There  is  usually  a  moderate  amount  of  serosity  beneath 
the  arachnoid,  and  in  the  meshes  of  the  pia  mater ;  and  con- 
siderable congestion  of  the  latter  membrane,  especially  be- 
tween the  convolutions.  The  sinuses  and  larger  vessels  are 
filled  with  dark  fluid  blood.  The  arachnoid  and  pia  mater 
separate  with  abnormal  facility,  and  in  much  larger  portions 
than  natural,  from  the  convex  surface  of  the  brain.  Both 
membranes  may  generally  be  removed  in  an  unbroken  mass. 
The  red  points  in  the  grey  and  white  substance  are  rather 
more  numerous,  and  larger  than  is  usual  after  death  from 
other  diseases.  The  amount  of  fluid  in  the  lateral  ventricles 
and  at  the  base  of  the  brain  is  slightly  increased.  The  con- 
sistence of  the  brain  is  nearly  natural. 

The  pharynx  and  larynx  are  normal.  The  oasophagus  is 
healthy,  but  its  epithelium  is  found  in  a  great  measure 
detached.  The  mesenteric  glands  retain  their  normal  appear- 
ance. The  mucous  membrane  of  the  cardiac  extremity  of 
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the  stomach,  nay,  the  whole  of  its  coats  in  that  part,  are 
frequently  softened,  and  the  entire  lining  membrane  is 
smooth,  presenting  but  few  rugse :  in  other  particulars,  the 
organ  appears  to  possess  the  characters  of  health.  The 
intestines,  large  and  small,  are  normal  in  colour,  thickness,  and 
consistence ;  the  liver  moderately  congested  and  flabby ;  the 
pancreas  in  a  similar  condition ;  the  spleen  varies  somewhat 
in  its  state,  according  to  the  age  of  the  subject ;  before  forty- 
five  or  fifty  it  is  usually  much  enlarged ;  after  that  date  it  is 
still  often  enlarged,  but  not  so  markedly  as  in  the  earlier 
period  of  life.  Softening  of  this  organ  appears  to  follow  the 
reverse  order,  as  it  is  softer  in  aged  than  in  young  sub- 
jects. 

The  kidneys  are  congested  and  flabby,  and  the  epithelium 
lining  the  tubes  of  their  cortical  substance  separates  from 
the  basement  spontaneously  very  shortly  after  death.  The 
bladder  is  healthy,  but  a  little  turbid  fluid  is  frequently 
formed  in  it;  the  turbidity  is  owing,  in  many  cases,  to  a 
separation  of  the  epithelium  covering  the  mucous  membrane 
of  the  organ. 

The  heart  is  particularly  flabby ;  its  contents  are  either 
fluid,  or  loosely  coagulated  black  blood,  and  a  small  soft 
fibrinous  clot  stained  reddish  violet.  The  lungs  are  intensely 
congested  posteriorly,  and  occasionally  solidified  at  the  same 
part.  The  solidified  portion  being  that  which,  in  the 
recumbent  position,  is  the  most  dependent ;  the  distance  it 
extends  into  the  lung  varies  from  £  to  1|  inch.  It  is  tough, 
non-crepitant,  non-granular  and  contains  much  dark  reddish 
serosity.  The  crepitant  portions  adjacent  are  generally- 
gorged  with  reddish  frothy  serosity.  The  bronchial  tubes 
usually  contain  much  frothy  mucus,  and  their  lining  mem- 
brane is  considerably  congested.  The  bronchial  glands 
appear  healthy. 

The  peritoneum,  pleurae,  and  pericardium  are  normal  in 
all  particulars ;  but,  if  the  examination  after  death  has  been 
delayed,  the  pericardium  contains  some  red  serosity;  this 
red  colour  of  the  serosity  is  the  consequence  of  transudation 
of  a  solution  of  the  colouring  matter  of  the  blood.  Large 
patches  of  epithelium  may  be  detected  by  the  microscope 
floating  in  it,  but  no  blood  corpuscles. 

x 
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§    3.    EXAMINATION      OF     THE      CONDITION,      SYMPTOMS, 
AND  COMPLICATIONS  ON  THE  VARIATIONS  IN  WHICH 

THE  DIFFERENCES  OBSERVED  IN  INDIVIDUAL  CASES 
OF  TYPHUS  FEVER  DEPEND. 

AGE — ITS  INFLUENCE  ON  THE  COURSE  AND  SYMPTOMS.— 
The  model  Cases  L,  IL,  in.,  iv.  of  typhus  fever  above 
narrated  were  aged  respectively  70,  49,  26,  and  6  years,1 
and  I  shall  have  repeatedly  to  detail  or  to  refer  to  the 
cases  of  individuals,  whose  ages  respectively  varied  be- 
tween 4  and  80  years.  So  far  as  personal  observation 
enables  me  to  speak,  without  actual  numbers,  I  cannot  say 
that  either  youth  or  age,  as  such,  are  predisposing  causes  of 
typhus  fever.  But  there  are  certain  modifications  in  the 
disease  dependent  apparently  on  age,  which  it  will  be  well  to 
point  out. 

The  mortality  from  typhus  fever  is  much  greater  among 
individuals  at  an  advanced  period  of  life  than  before  forty.  It 
is  rarely  fatal  till  after  puberty.  The  only  cases  under  puberty 
that  I  have  examined  after  death,  are  detailed  below  (Cases  v., 
viii.).  Both  it  will  be  observed  proved  fatal  after  the  termina- 
tion of  the  fever,  from  severe  local  complication  set  up  during 
the  progress  of  the  original  disease,  i.e.  the  typhus  fever. 

CASE  Y. — Well-marked  mulberry  rash — severe  febrile 
symptoms — sloughing  of  cornea — death  either  on  or  about 
the  twenty-second  day  of  disease — Twenty-six  hours  after 
death  pus  in  right  pleura — consolidation  and  circumscribed 
gangrene  of  right  lung — no  trace  of  intestinal  or  mesenteric 
lesion. 

William  L.,  aged  8  years,  an  extremely  dark-complexioned 
child,  almost  a  mulatto — judging  from  his  appearance,  he  had 
some  negro  blood  in  his  veins — was  admitted  into  the  London 
Fever  Hospital  under  the  care  of  Dr.  Tweedie,  June  19th,  1847, 
the  fourth  day  of  disease.  On  his  admission  the  skin  was  free 
from  rash.  I  saw  him  twice  only,  and  made  no  note  of  the  case 
during  life,  excepting  so  far  as  related  to  the  eruption. 

The  mulberry  rash,  which  by  the  termination  of  the  first  week 
of  the  disease  was  well  marked,  and  at  the  end  of  the  second  week 

1  Children  under  six  years  of  age  are  not  received  into  the  London  Fever 
Hospital. 
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scarcely  rendered  paler  by  pressure,  was  by  the  nineteenth  day 
very  pale.  From  the  notes  of  a  friend  I  am  able  to  state  that  the 
febrile  symptoms  were  very  severe,  even  before  it  is  probable  that 
the  chest  affection  supervened.  A  few  days  before  death,  an 
aperture  was  formed  in  the  inferior  half  of  either  cornea,  about 
two  lines  in  length  and  a  line  in  breadth  ;  each  aperture  resulted 
from  the  separation  of  a  slough.  The  irides  protruded  through 
the  openings. 

The  following  appearances  were  observed  on  examination  of 
the  body  of  W.  L.,  twenty-six  hours  after  death. — Great  emaciation. 
The  left  pleura  contained  a  little  serosity.  The  left  lung  was 
free  from  adhesions.  The  lung  itself,  pale  and  crepitant  anteriorly, 
was  of  a  deep  purple  colour  posteriorly.  Here  and  there,  from  the 
posterior  part  of  the  inferior  lobe,  small  portions  of  pulmonary 
tissue  could  be  cut,  which  sank  in  water,  contained  no  air,  and 
broke  down  more  readily  than  natural  under  pressure.  This  lobe 
contained  about  its  centre  two  or  three  small  masses  of  tubercle 
just  commencing  to  soften. 

The  right  pleura  contained  about  3  oz.  of  fluid  resembling  pus, 
of  highly  offensive  odour. 

The  right  lung  was  closely  collapsed  and  corrugated  externally, 
with  the  exceptions  to  be  mentioned.  The  pulmonary  pleura  was 
opaque  and  dull  white.  From  the  centre  of  the  closely  collapsed 
superior  lobe  projected  a  mass  about  the  size  of  half  a  pigeon's 
egg,  firm  and  smooth ;  an  equal  quantity  of  the  mass  was  buried 
in  the  substance  of  the  lung.  Its  smoothness  contrasted  remark- 
ably with  the  corrugated  appearance  of  the  lobe  generally.  On 
dividing  this  mass,  its  centre  was  found  occupied  by  black  semi- 
fluid matter  of  highly  offensive  odour.  Stretching  through  tin- 
semifluid  matter  were  delicate  bands  of  some  consistence.  This 
absolutely  gangrenous  portion  was  about  one  inch  in  diameter;  and 
was  distinctly  bounded  by  a  border  of  s;oft  white  pulpy  matter, 
rather  less  than  a  line  in  thickness.  The  pulmonary  substance 
external  to  this  white  line  was  for  some  extent  in  every  direction — 
softdark  purplish  red, contained  no  air,andhad  a  smooth  and  uniform 
section.  The  consolidated  tissue  extended  outwards  to  the  pleura. 

Projecting  from  the  inferior  lobe  was  a  prominence  resembling 
externally  that  observed  in  the  superior  lobe ;  but  on  cutting  into 
it  some  highly  offensive  gas  escaped,  and  its  anterior  wall  collapsed. 
In  addition  to  the  gas,  this  cavity  contained  some  semifluid  black 
matter  and  gangrenous  shreds ;  the  whole  bounded  by  a  white 
line  similar  to  that  described  as  bounding  the  gangrenous  mass  in 
the  upper  lobe.  The  external  wall  of  the  cavity  was  formed  by 
little  more  than  the  pleura.  On  the  free  surface  of  the  latter, 
corresponding  with  the  centre  of  the  cavity,  was  a  black  spot 
about  the  size  of  a  split  pea,  with  well-defined  outline.  There 
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was  no  appearance  of  any  attempt  at  the  separation  of  this  black 
spot  from  the  surrounding  pleura.  In  the  vicinity  of  the  last- 
described  gangrenous  mass  were  two  smaller  masses  resembling  it 
in  appearance. 

The  heart,  liver,  spleen,  pancreas,  and  kidneys   presented  no 
deviation  from  their  normal  state. 

The  stomach,  small  and  large  intestines,  were  healthy  throughout ; 
the  colour,  consistence,  and  thickness  of  the  mucous  membrane 
were  normal ;  there  was  no  disease  of  Peyer's  patches  ;  the  solitary 
glands  of  the  large  intestines  were  distinct,  but  not  diseased. 

The  mesenteric  glands  were  rather  large,  but  pale  and  firm. 

The  other  organs  were  not  examined. 

This  case  offers  a  well-marked  instance  of  circumscribed 
gangrene  of  the  lung.  There  were,  it  will  be  seen,  several  dis- 
tinct gangrenous  centres.  Was  this  the  result  of  the  pneu- 
monia, to  which  the  gangrene  was  probably  secondary,  having 
been  disseminated  or  lobular  at  its  outset,  and  only  becoming 
generalised  or  lobar  by  the  junction  of  the  circumferences 
of  the  several  centres  of  inflammation  ?  The  condition  of 
the  opposite  lung  appears  to  lend  a  colouring  of  probability 
to  this  view  of  the  case.  At  any  rate,  in  conjunction  with 
Case  viii.,  it  illustrates  the  tendency  of  inflammatory  action  set 
up  in  the  course  of  typhus  fever,  to  assume  a  low  type.  The 
sloughing  of  the  cornea  of  both  eyes  is  of  interest.  If  any 
inflammatory  action  of  the  conjunctive  preceded  it,  I  am 
unable  positively  to  say.  So  far  as  memory  serves  me  there 
was  little  or  none.  Pressure,  the  ordinary  determining  cause 
of  sloughing  in  typhus  fever,  was  here  out  of  the  question, 
from  the  situation  of  the  sloughs. 

With  reference  to  the  symptoms  of  typhus  fever,  this 
case  illustrates  the  fact,  that  the  eruption  appears  on  about 
the  same  day  of  the  disease,  and  continues  about  as  long 
in  children  as  in  adults ;  that  it  may  be  very  abundant  in 
children,  and  well  marked  in  those  of  dark  skin. 

But  the  points  on  which  I  wish  to  rivet  the  reader's 
attention  are,  1st,  that  continued  fever  occurred  in  a  child 
not  more  than  eight  years  of  age ;  2nd,  that  the  fever  was 
accompanied  by  abundant  mulberry  rash;  3rd,  that  the 
child  died  on  the  twenty-second  day  of  disease,  within  a 
few  days  after  the  termination  of  the  fever,  i.e.  if  the  nearly . 
total  disappearance  of  the  rash,  not  from  sudden  retrocession, 
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but  from  gradual  fading,  be  considered  (as  I  am  inclined  to 
consider  it,  from  an  examination  of  very  numerous  uncom- 
plicated fatal  and  non-fatal  cases)  as  a  mark  of  the  termina- 
tion of  the  fever;  and  yet,  that  in  this  youthful  subject, 
affected  with  severe  fever,  which  ran  its  full  course,  no  trace 
of  intestinal  lesion  was  discovered.  The  gangrene  of  the 
lung  terminated  the  life  of  the  boy  too  soon  after  the  fever 
for  any  such  lesion  to  have  disappeared,  had  it  ever  existed. 

In  children  the  rash  of  typhus  fever  is  often  absent. 
When  several  cases  of  typhus  fever  occur  in  one  house,  if 
the  mulberry  rash  is  absent  from  any  members  of  that 
family,  in  a  large  majority  of  cases,  it  is  the  children  who  are 
free  from  eruption.  The  following  observations  appear  to 
me  to  prove  the  above  assertion,  so  far  as  induction  from  a 
limited  number  of  carefully  observed  facts  can  prove  it. 

I  have  notes  of  152  cases,  in  which  more  than  one 
member  of  the  same  family  were  seen  by  myself.  There  was 
no  eruption  in  16  of  the  152  cases.  Thirteen  of  these  16  were 
individuals  whose  ages  varied  between  4  and  15  years  inclu- 
sive ;  the  other  3  of  the  16  cases  were  between  16  and  22  years 
of  age.  Fifty-five  of  the  152  cases  were  less  than  15  years  of 
age;  76,  i.e.  just  half,  were  more  than  22  years  of  age,  21  of 
the  152  cases  being  between  the  ages  of  16  and  22  inclusive. 
Thus  the  rash  was  present  in  every  individual  more  than  22 
years  of  age.  It  was  absent  in  3,  or  one-seventh  of  the  indi- 
viduals whose  ages  varied  between  16  and  22  years,  while  it 
was  also  absent  in  13,  or  one-fourth  of  those  15  years  of  age 
and  under.  I  ought  to  remark,  that  of  the  13  individuals 
last  referred  to,  there  was  in  reality  only  one  whose  age  ex- 
ceeded 13  years.  Let  me  express  more  clearly  this  very  im- 
portant fact,  one,  it  seems  to  me,  unequivocally  proved. 

Suppose  100  individuals  of  all  ages  to  have  typhus  fever, 
we  may  expect  the  rash  to  be  absent 

From  one-fourth,  or  25  of  those  under  puberty. 

From  one-seventh,  or  14  of  those  under  manhood. 

From  none  above  22  years  of  age. 

I  would  here  just  recall  to  the  reader's  remembrance,  how 
frequent  is  sore  throat  without  scarlet  eruption  in  adults,  after 
exposure  to  the  poison  of  scarlet  fever — an  analogous  fact  in 
an  analogous  disease. 
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The  cases  of  typhus  fever  without  rash  are,  so  far  as  my 
observations  extend,  invariably  mild,  never  fatal,  but  now  and 
then  local  complications  arise  in  the  progress  of  the  fever  so 
mild  and  harmless  in  itself,  by  which  the  patient  is  cut  off. 
Cases  v.  and  vm.  are  examples  of  such  fatal  complications. 
Case  v.  also  illustrated  the  fact,  as  I  before  remarked,  that 
even  in  young  children  the  rash  may  be  intense  in  hue,  and 
very  abundant.  Cases  vi.  and  vn.  will  illustrate  the  pheno- 
mena of  the  disease  when  the  rash  is  absent. 

CASE  VI. — After  exposure  to  the  contagion  of  typhus 
fever,  there  ensued,  in  a  child  aged  10 :  frontal  headache — 
delirium — diminished  strength — pale  brown  dry  tongue- 
absence  of  abnormal,  abdominal,  and  chest  signs — quick 
pulse.  Convalescence  on  the  12th  day. 

Henry  B.,  aged  10  years,  was  admitted  into  the  London  Fever 
Hospital,  under  the  care  of  Dr.  Tweedie,  Sept.  19,  1849.  A  thin, 
rather  delicate-looking  child,  whose  previous  health,  however,  had 
been  very  good. 

The  following  notes  were  made,  when  he  first  came  under  obser- 
vation on  the  6th  day  of  disease : — Slept  well;  mind  unaffected;  head- 
ache little,  if  any ;  expression  natural ;  no  flush  of  face.  His  strength 
is  slightly  impaired,  but  he  can  leave  his  bed  unassisted  with 
facility ;  tongue  moist,  slightly  furred ;  bowels  confined  till  after  a 
dose  of  castor  oil,  which  acted  three  times ;  a  little  appetite ;  no 
gurgling ;  no  tenderness,  and  no  abnormal  fulness  nor  resonance  of 
the  abdomen  ;  pulse  1 00  ;  no  cough ;  no  abnormal  chest  signs ; 
skin  warm  and  dry ;  no  eruption ;  that  night  he  got  little  sleep, 
was  very  restless.  On  the  7th  day  the  restlessness  continued,  and 
he  complained  of  frontal  headache ;  the  tongue  was  dry,  smooth, 
and  covered  with  a  yellowish  brown  fur ;  he  passed  two  stools  ; 
he  had  little  sleep  at  night,  was  restless  and  slightly  delirious ;  the 
mind  continued  to  wander  at  intervals  during  the  following  day. 
His  pulse  never  exceeded  108,  and  his  bowels  continued  regular 
throughout;  he  was  convalescent  on  about  the  12th  day. 

Several  members  of  this  child's  family  were  admitted  with 
well-marked  typhus  fever.  His  sister,  aged  6|  years,  was 
received  into  the  Hospital  at  the  same  time :  her  illness  had 
commenced  on  the  same  day,  and  she  was  also  convalescent 
on  from  the  10th  to  the  12th  day  of  disease.  This  little 
child  had  marked,  but  scanty,  mulberry  rash.  The  spots 
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were  present  on  the  6th  day,  at  which  time  the  notes  of  her 
case  were  first  taken  ;  they  had  nearly  disappeared  on  the 
1  Oth  day,  when  the  last  notes  respecting  them  were  made. 

The  treatment  in  these  cases  was  simply  expectant.  Castor 
oil  was  administered  when  the  bowels  were  confined ;  the  hair 
removed,  and  cold  applied  to  the  scalp  when  the  pain  in  the 
head  became  severe,  or  delirium  supervened.  A  large  well- 
ventilated  apartment,  fresh  air,  a  cool,  but  not  too  cold, 
atmosphere,  quiet,  abstinence  from  solids,  and  a  free  supply 
of  cold  water,  milk  and  water,  and  weak  broth.  These 
are  the  remedies  on  which,  on  a  large  majority  of  cases 
of  typhus  fever,  the  judicious  practitioner  relies  for  the 
safety  of  his  patient. 

In  no  disease  is  the  advantage  of  refraining  from  meddling 
more  clearly  displayed  than  in  typhus  fever.  In  no  disease 
is  the  prompt  use  of  powerful  remedies  more  clearly  indicated 
than  in  typhus  fever.  It  is  in  determining  when  to  act,  and 
when  to  do  nothing,  that  the  skill  of  the  physician  as  a  curer 
of  disease,  or  rather,  with  reference  to  fever,  as  an  averter  of 
death,  is  shown.  Interfere,  bleed,  or  stimulate  when  nothing 
should  be  done,  and  the  patient,  but  for  you  safe,  is  lost. 
Refrain  from  depletion  or  withhold  wine,  when  one  or  other 
is  required,  and  the  patient  sinks  into  that  grave  from  which 
judicious  treatment  might  have  saved  him. 

CASE  VII. — After  exposure  to  contagion  from  person 
labouring  under  typhus  fever,  with  mulberry  rash,  there 
ensued  in  a  child,  aged  7  :  frontal  headache,  disturbed  sleep, 
heaviness  of  expression,  debility,  confined  bowels,  loss  of 
appetite,  quick  pulse,  hot  skin,  no  rash.  Convalescence  on 
the  13th  or  14th  day. 

Sarah  M.,  aged  7,  was  admitted  into  the  London  Fever 
Hospital,  November  2nd,  1848,  under  the  care  of  Dr.  A.  Tweedie. 
A  delicate-looking,  fair  child,  who  had  been  ill  three  days  only 
before  she  came  under  observation. 

The  following  were  the  symptoms  at  that  time  : — She  had 
slept  several  hours  the  preceding  night,  but  moaned  much  in  her 
sleep ;  she  complained  of  much  headache,  which  she  described  as 
confined  to  the  forehead,  was  quite  sensible,  and  remembered  the 
date  of  her  entrance  into  the  Hospital ;  there  was  some  heaviness 
of  expression ;  the  conjunctive  were  pale,  the  pupils  natural,  but 
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she  shunned  the  light ;  there  was  no  flush  of  the  face.  She 
appeared  very  weak,  but  turned  in  bed  with  facility ;  the  tongue 
was  moist,  slightly  furred  white ;  there  was  much  thirst,  no 
appetite,  and  no  stool  the  preceding  24  hours ;  she  swallowed 
without  any  difficulty ;  the  abdomen  was  somewhat  full  and  reson- 
ant, but  not  tender ;  she  complained  of  a  little  pain  in  the  belly  ; 
the  pulse  was  108,  weak;  there  was  trifling  cough,  but  no  abnor- 
mal chest  signs  ;  the  skin  was  hot  and  dry  ;  there  were  no  spots. 

There  was  little  change  in  the  symptoms  during  the  progress 
of  the  disease — excepting  that  the  skin  became  moist — till  the 
13th  or  14th  day,  when  her  appetite  returned,  and  she  was  noted 
to  be  convalescent. 

In  this  case,  too,  as  in  all  such  cases  it  ought  to  be,  the 
treatment  is  medicinally  expectant.  The  hygienic  conditions 
necessary  for  the  safety  of  the,  in  itself,  mild  case  of  typhus 
fever,  were  rigorously  observed,  i.e.  the  child  was  placed  in  a 
large  uncrowded  apartment,  plenty  of  fresh  air  was  admitted, 
the  temperature  kept  at  about  temperate,  her  linen  frequently 
changed,  and  solid  food  withheld,  while  her  thirst  was  slaked 
with  as  much  water  as  she  chose  to  drink. 

The  whole  family,  of  which  No.  6  was  one,  were,  with  the 
exception  of  the  mother,  who  had  "  spotted  "  typhus  five  or 
six  years  before,  and  a  child  aged  4,  admitted  into  the 
London  Fever  Hospital  between  November  1st  and  December 
20th.  The  ages  of  these  patients  were  respectively  14,  19,  20, 
21,  22,  29,  60  ;  in  all  seven  the  mulberry  rash  was  well  marked. 
The  youngest  child  I  visited  at  home,  and  found  suffering 
from  symptoms  similar  to  those  under  which  her  sister 
laboured  when  the  foregoing  notes  of  her  case  were  taken. 
She,  too,  had  no  spots  ;  or,  if  she  had,  they  were  too  faintly 
marked  to  be  seen  in  the  dark  room  in  which  these  people 
slept.  Like  her  sister  she  had  a  very  mild  attack. 

CASE  VIII. — After  exposure  to  the  contagion  of  typhus 
fever  there  ensued,  in  a  child,  aged  10:  Faintly-marked 
scanty  mulberry  rash — delirium — debility — moist  and  white 
tongue — confined  bowels — quick  pulse — rapid  respiration 
dulness  of  left  lung,  commencing  inferiorly — cavernous 
breathing — gurgling — pectoriloquy,  lirst  at  inferior  angle  ot 
left  scapula — fetid  sputa — haemoptysis — death  on  about  the 
twenty-fourth  day  of  illness.  Twenty-nine  hours  after  death 
—Tubercles  in  both  lungs — consolidation  of  intervening  tissue 
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of  left  lung — enormous  cavity  in  left  lung — tubercles  beneath 
intestinal  mucous  membrane  and  in  mesenteric  glands — 
tubercles  in  the  spleen — opacity  and  increased  vascularity  of 
pericardium. 

Martha  A.,  aged  10,  was  admitted  into  the  London  Fever 
Hospital,  October  3,  1848.  A  dark-complexioned,  delicate  girl, 
rather  thin.  Her  mother,  aged  59,  brother,  aged  16,  and  sister-in- 
law,  aged  29,  were  admitted  between  October  3  and  November  4, 
with  typhus  fever.  All  had  well-marked  mulberry  rash. 

As  nearly  as  could  be  ascertained,  she  had  been  ill  nearly  a 
fortnight  when  first  seen  by  me,  October  4.  She  had  kept  her 
bed  since  the  25th  of  September;  i.e.  I  saw  her  on  the  10th  day 
after  she  took  to  bed;  at  that  time,  i.e.  .about  the  14th  day  of 
disease,  the  following  particulars  were  noted  : — 

She  had  passed  a  very  restless  night,  and  had  but  little  sleep. 
She  had  left  her  bed  several  times  while  delirious.  At  the  time  of 
the  visit  she  seemed  quite  sensible,  said  she  had  no  headache,  but 
complained  of  vertigo  in  the  erect  position.  There  was  slight 
heaviness  of  expression ;  the  complexion  was  muddy  :  the  cheeks 
covered  with  a  dusky  flush ;  the  conjunctivas  were  pale.  With 
the  exception  of  a  disagreeable  taste  the  special  senses  were  in 
their  normal  state.  Although,  while  delirious,  she  left  her  bed 
unassisted,  she  was,  when  I  saw  her,  quite  unable  to  leave  it. 

The  tongue  was  moist  and  white ;  there  was  considerable  thirst, 
but  no  appetite  ;  the  bowels  were  confined ;  there  was  no  tender- 
ness, pain,  abnormal  fulness,  resonance,  nor  gurgling  of  the 
abdomen.  The  pulse  was  100,  the  respirations  36;  the  nostrils 
dilated  largely  during  inspiration  :  there  was  trifling  hacking  cough. 
She  complains  of  a  sharp  pain,  increased  by  deep  inspiration, 
under  the  left  mamma,  which  'took  her  breath  away.'  There 
was  a  little  sonorous,  and  much  mucous  rale  over  the  anterior 
surface  of  the  left  side  of  the  chest ;  posteriorly  below  the  angle  of 
the  scapula  there  was  abundant  fine  crepitation  and  some  friction  ; 
at  this  latter  part  also,  there  was  slight  want  of  resonance  on  per- 
cussion. The  skin  was  hot  and  dry,  and  stated,  in  my  notes,  to 
be  free  from  spots  ;  but  on  the  following  day  I  wrote  thus  : — '  On 
the  abdomen  and  back  were  seen,  on  careful  inspection,  a  few 
irregular  dusky  pink  spots,  which  fade  on  pressure.  As  these 
spots  are  very  pale,  her  skin  very  dark,  and  there  are  numerous 
flea-bites  over  the  same  parts  ;  they  might  have  been  overlooked 
yesterday.'  On  the  same  day,  i.e.  the  second  of  observation,  the 
15th  of  illness,  the  cough  had  increased  in  severity;  it  retained  its 
short  hacking  character.  There  was  now  positive  dulness  from 
the  angle  of  the  left  scapula  downwards,  and  the  breathing  was 
tubular  in  the  same  situation;  from  the  angle  to  the  spine  of  the 
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scapula  there  was  abundant  fine  crepitation.  On  the  16th  day  the 
pulse  was  96;  the  respiration  30;  the  cough  continued,  and  was 
accompanied,  for  the  first  time,  by  the  expectoration  of  some 
purulent  fluid,  coloured  green,  from  the  admixture  of  vomited 
matter ;  the  quantity,  in  consequence  of  this  admixture,  could  not 
be  ascertained ;  the  mixed  fluid  was  highly  offensive ;  the  dulness 
had  reached  the  spine  of  the  scapula.  About  the  angle  of  that 
bone  there  was  abundant  moist  crepitation,  so  large  as  to  amount 
almost  to  gurgling.  At  the  same  spot  there  was  cavernous  breath- 
ing and  pectoriloquy ;  above  there  was  fine  crepitation.  Anteriorly, 
on  the  same  side,  there  was  dulness  and  fine  crepitation  as  high  as 
the  inferior  border  of  the  third  rib ;  there  was  respiratory  fremitus 
and  friction  sound  over  the  same  extent.  She  expectorated  about 
3  oz.  of  nearly  homogeneous,  offensive,  purulent  fluid  (examined 
microscopically)  on  the  18th  day.  On  the  22nd  day  the  following 
note  was  made  : — '  The  sputa,  which  have  continued  purulent  and 
highly  offensive,  were  this  morning  streaked  with  blood;  about 
an  ounce  of  rather  dark  blood  has  just  (1  P.M.)  run  from  the  mouth  ; 
no  cough  preceded  or  accompanied  this  discharge.  On  the  28th 
day  there  was  dulness  from  the  extreme  base  of  the  left  lung  to 
the  spine  of  the  scapula  posteriorly,  and  to  the  lower  border  of  the 
second  rib  anteriorly.  There  was  no  enlargement  of  that  side  of 
the  chest,  and  the  intercostal  spaces  were  well  marked.  The 
vocal  fremitus  was  greater  on  the  left  than  on  the  right  side.  From 
near  the  base  posteriorly  to  near  the  middle  of  the  scapula,  there 
was  gurgling,  cavernous  breathing,  and  whispering  pectoriloquy ; 
there  was  large  mucous  rale  as  high  as  the  spine  of  the  scapula ; 
anteriorly  and  laterally  there  was  friction  and  submucous  rale  as  high 
as  the  lower  border  of  the  second  rib.  By  the  23rd  day  the  dulness 
was  complete  over  the  whole  posterior  surface  of  the  left  side,  and 
the  gurgling  and  cavernous  breathing  had  reached  the  spine  of  the 
scapula.  There  was  some  friction  over  the  lower  part  of  the  right 
scapula.  She  had  expectorated  from  10  to  12  ozs.  of  extremely 
fetid  pus,  mixed  with  a  considerable  quantity  of  dark,  frothy 
blood,  during  the  preceding  twenty-four  hours ;  the  nurse  stated 
that  till  4  A.M.  the  expectorated  matter  was  yellow ;  that  while 
coughing  at  that  hour,  much  dark,  frothy  blood  was  suddenly 
ejected  from  the  mouth.  At  the  time  of  the  visit  the  expectorated 
matter  was  muco-purulent,  streaked  with  blood.  On  the  following 
day  she  expectorated  from  8  to  12  ozs.  of  purulent  fluid,  con- 
taining but  little  blood.  After  this  the  sputa  continued  very 
abundant,  but  became  thin,  watery,  and  of  a  pale  dirty  yellowish 
colour,  with  a  little  thick  purulent  sediment. 

The  pulse,  96  till  the  19th  day,  then  rose  to  108,  and 
on  the  27th  was  120  ;  at  this  latter  date  the  respirations  were  52 
in  the  minute.  Delirium  continued  at  intervals  from  her  entrance 
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till  her  death.  She  was  the  whole  time  extremely  restless,  and 
often  fretful,  so  that  often  it  was  impossible  to  examine  her  chest. 
Towards  the  last  she  suffered  much  from  night  sweats  and  hectic 
Hushes.  The  tongue  became  covered  with  a  brown  fur  posteriorly 
about  the  19th  day.  The  expression  of,  as  well  as  the  actual 
prostration,  at  the  same  time  increased  considerably.  The  bowels, 
which  acted  regularly  till  the  36th  day,  then  became  much 
relaxed  ;  at  the  same  time  she  began  to  complain  severely  of  grip- 
ing pain  in  the  abdomen.  These  symptoms  continued  till  her 
death,  on  about  the  44th  day  of  disease.  On  the  38th  day 
the  belly  was  full  and  resonant,  and  continued  so  till  the  afternoon 
preceding  her  death,  when  the  last  note  was  made. 

She  died  at  half-past  seven  A.M., Nov.  2nd,  i.e.  44th  day  of  disease. 

The  body  of  M.  A.  was  examined  twenty-nine  hours  after  death. 
Cadaveric  rigidity  was  tolerably  well  marked.  The  ends  of  the 
fingers  were  slightly  enlarged ;  the  nails  curved.  There  was 
slight  discoloration  of  the  posterior  surface  of  the  trunk.  The 
abdomen  was  slightly  convex ;  the  emaciation  extreme. 

Head. — A  considerable  depression  of  the  internal  table  of  the 
frontal  bone  was  found,  and  on  inquiry  from  the  mother,  was 
traced  to  an  accident  some  six  or  seven  months  before  the  death 
of  the  child  (see  Transactions  of  the  Pathological  Society  of  London, 
vol.  ii.  p.  118).  The  membrane,  excepting  at  the  spots  correspond- 
ing to  the  injury,  and  the  substance  of  encephalon  were  healthy 
in  colour,  consistence,  etc. 

The  pericardium  contained  about  1  oz.  of  turbid  yellow  serosity, 
in  which  floated  a  few  shreds  of  lymph.  The  serous  membrane 
itself  was  dull,  white,  and  opaque,  and  there  was  abnormal  vascu- 
larity  of  the  parietal  pericardium  corresponding  to  the  left  pleura. 
There  was  no  lymph  adherent  to  the  pericardium-proper  or  parietal. 

The  heart,  both  substance  and  valves,  was  healthy. 

The  larynx  and  trachea  were  normal  in  appearance. 

The  right  pleura  contained  about  2  oz.  of  yellowish  serosity. 

The  right  lung  collapsed  but  slightly.  There  was  a  little 
recent  lymph  over  the  posterior  part  of  the  inferior  lobe. 
The  posterior  surface  of  the  lung  was  mottled  with  deep 
purple  patches,  here  and  there  separated  from  each  other  by  well- 
marked,  opaque,  white,  inter-lobular  septa.  In  the  substance  of 
the  apex  and  anterior  part  of  the  superior  and  middle  lobe  were 
felt  numerous  irregularly  nodulated  solid  masses.  On  section 
these  latter  were  found  to  be  caused  by  collections  of  semi- 
transparent  grey]  granulation  and  opaque  yellow  tubercles. 
Scattered  between  these  masses  were  numerous  solitary,  minute, 
grey,  semi-transparent  granulations  ;  the  tissue  around  the  tubercles 
was  crepitant  and  apparently  healthy.  When  the  posterior  part 
of  the  lung  was  divided,  the  pulmonary  tissue  corresponding  to  the 
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purple  patches  described  as  seen  externally,  was  non-crepitant  and 
saturated  with  bloody  serosity ;  this  condition  did  not  extend  for 
more  than  from  a  third  to  half  an  inch  into  the  pulmonary  tissue. 
The  left  lung  was  very  firmly  adherent  to  the  pleura  posteriorly, 
and  as  low  as  the  upper  border  of  the  third  rib ;  anteriorly  from 
that  point  downwards,  the  anterior  part  of  the  lung  was  separated 
from  the  costal  pleura  by  a  collection  of  highly  offensive  dirty 
brown  fluid,  circumscribed  by  lymph.  Opening  into  this  cavity 
were  several  small  apertures  communicating  through  the  under 
surface  of  the  upper  lobe,  with  an  immense  cavity  reaching  from 
near  the  base  to  near  the  apex  of  this  lung,  extending  through  the 
division  between  the  two  lobes.  The  posterior  wall  of  this  cavity 
was  extremely  thin,  a  mere  film,  about  two-thirds  downwards 
from  the  apex.  The  cavity  contained  a  fluid  resembling  that  in 
the  pleura  but  somewhat  more  purulent.  The  walls  of  the 
cavity  were  extremely  ragged ;  large  masses  of  sloughy  matter 
hanging  loosely  from  them.  The  pulmonary  tissue  yet  un- 
destroyed  was  stuffed  full  of  tubercles,  and  numerous  opaque 
yellow  tubercles  of  cheesy  consistence  studded  the  walls  of  the 
cavity. 

The  bronchial  glands  were  somewhat  enlarged,  and  contained 
much  dull  yellow  tubercular  matter. 

The  liver,  pancreas,  and  kidneys  were  healthy  in  appearance. 

The  spleen  was  studded  with  tubercles. 

The  mesenteric  glands  were  enlarged,  especially^  in  that  part 
corresponding  to  the  middle  of  the  small  intestines ;  they  varied 
in  size  from  a  pea  to  a  small  bean,  and,  on  section,  were  found  to 
be  studded  with  small,  opaque,  yellow  tubercles. 

The  pharynx,  oesophagus,  stomach,  and  duodenum  were  normal 
in  all  respects. 

Beneath  the  mucous  membrane,  covering  one  of  Peyer's  patches, 
about  eighteen  inches  from  the  commencement  of  the  jejunum,  were 
numerous  distinct,  firm,  slightly  elevated,  opaque,  yellowish  spots ; 
the  next  two  or  three  patches  descending  the  gut  were  similarly 
affected ;  then  came  six  or  seven  perfectly  healthy  patches,  and 
then  one  slightly  diseased.  The  remainder,  to  the  ileo-csecal  valve, 
were  normal  in  appearance.  The  whole  mucous  membrane  of  the 
jejunum  and  ileum  was  pale  and  natural  in  colour  and  consistence. 

The  large  intestines  appeared  healthy. 

The  urinary  bladder,  uterus,  and  ovaries  were  not  examined. 

A  few  of  the  mesenteric  glands  were  studded  with  small, 
opaque,  yellow  tubercles. 

The  facts  in  this  case  especially  worthy  of  attention 
are — 

A.  Those  respecting  the  fever.     The  patient  was  of  that 
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age  when  the  intestinal  affection  is  common,  yet  an  exa- 
mination after  death  showed  that  she  had  no  such  lesion.1 
This  illness  was  prolonged  by  local  complications  till  the 
44th  day,  although  the  fever,  properly  so  called,  terminated 
on  about  the  14th  day.  It  is  of  importance,  in  all  cases, 
to  fix  the  date  of  the  termination  of  the  fever ;  for  no 
greater  error  can  be  committed  than  to  confound  the  length 
of  the  fever  with  the  duration  of  the  illness — to  use  the  two 
expressions  as  synonymous  terms.  The  intestinal  lesion, 
diagnostic  of  typhoid  fever,  was  absent,  although  the  eruption 
was  very  scanty  and  imperfectly  marked ;  thus  in  conjunction 
with  other  cases  detailed  by  myself  in  these  papers,  rendering 
untenable  the  opinion  first  advanced  in  a  most  able  article 
on  '  Continued  Fever '  in  the  twelfth  volume  of  the  British 
and  Foreign  Review,  and  subsequently  adopted  by  Dr. 
Watson,  that  the  skin  eruption  and  the  intestinal  lesions 
are  '  supplementary  of  each  other.' 

B.  Those  respecting  the  chest  affection. — I  can  only 
just  allude  to  a  few  of  the  many  points  of  interest  this  case 
offers  for  consideration. 

What  was  the  order  of  sequence  of  incidents  in  the  case  ? 

1st.  The  child  was  delicate-looking  and  thin,  and  had 
been  for  some  time  before  her  present  illness  suffering  from 
cough.  It  is  true,  the  ordinary  signs  of  the  presence  of 
tubercles  in  the  adult  were  not  detected  in  the  lungs  on  her 
admission ;  but  then  the  elasticity  of  the  thoracic  parietes  of 
a  child,  the  pretty  equal  amount  of  the  tubercles  probably 
existing  in  the  two  lungs,  precluding  comparison,  as  well  as 
their  diffusion  at  considerable  intervals  from  base  to  apex,  in 
minute  masses,  might  have  rendered  their  detection  im- 
possible,2 and  certainly  would  have  rendered  it  highly  im- 
probable, in  a  case  of  fever,  when  the  attention  was  only 
secondarily  directed  to  the  chest. 

2nd.  Typhus  fever. 

1  When  treating  of  typhoid  fever  I  shall  refer  to  this  case,  as  illustrating 
the  difference  in  the  appearance  of  tubercular  and  typhoid  deposit  in  the 
agminated  glands — a  difference  which,  in  the  majority  of  cases,  forbids  their 
being  confounded  by  a  tolerably  experienced  observer. 

2  'Miliary  tubercles  and  grey  granulations  are  made  manifest  by  rough- 
ness of  the  respiratory  murmur,  or  by  prolonged  expiration  with  clearness 
on  percussion. ' — Billiet  et  Barthez.     Maladies  des  Enfants,  vol.  iii.  p.  247. 
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3rd.  Pleuro-pneumonia.  This  was  probably  induced  by 
the  exposure  which  the  child  experienced  in  coming  to  the 
hospital:  the  inflammation  commenced  in  the  situation  usually 
occupied  by  lobar  pneumonia  of  the  left  lung  in  children,  i.e. 
at  the  base. 

4th.  The  rapid  deposition  of  fresh  tubercular  matter. 
This  was  proved  by  the  large  amount  found  in  the  portions 
of  pulmonary  texture,  undestroyed  at  the  time  of  death,  an 
amount  which  must,  independent  of  any  inflammatory 
pneumonic  consolidation,  have  caused  absolute  dulness  of  the 
left  side  of  the  thorax ;  and  certainly  no  marked,  even  com- 
parative, dulness  existed  on  the  child's  admission. 

5th.  The  formation  of  a  cavity  in  the  inferior  lobe  of  the  left 
lung,  due  probably  to  the  softening  down  of  tubercular  matter, 
as  well  as  to  the  formation  of  pus  and  gangrene  of  the 
pulmonary  tissue ;  in  fact  a  tubercular  gangrenous  abscess,  and 
then  the  sudden  opening  of  this  abscess  into  a  bronchial  tube. 

6th.  The  rapid  extension  of  the  cavity  by  a  kind  of 
phagedenic  solution  of  its  parietes. 

7th.  The  formation  of  a  communication  between  the 
cavity  in  the  lung  and  the  pleural  cavity. 

8th.  The  extension  of  the  inflammatory  action  from  the 
left  pleura  to  the  pericardium,  next  to  rheumatism  and 
kidney  disease,  the  most  frequent  cause  of  pericarditis. 

The  rapid  formation  and  extension  of  the  cavity  is  matter 
of  extreme  interest.  The  physical  signs  were  so  well  marked, 
that  the  exact  date  of  the  first  formation  of  the  cavity  can  be 
unequivocally  fixed.  The  pneumonia,  which  was  lobar,  had 
produced  but  imperfect  consolidation  on  the  14th  day  of 
disease;  perfect  consolidation  on  the  loth  day,  as  shown 
by  complete  dulness  and  bronchial  breathing ;  and  on  the 
16th  day  there  was  indubitable  evidence  of  the  existence  of  a 
cavity  communicating  with  a  bronchial  tube  in  the  lower 
lobe  of  the  left  lung.  In  twenty  days  from  the  commencement 
of  the  pneumonia  this  cavity  occupied  the  greater  part  of 
the  lung  reaching  from  base  to  apex  of  the  organ.  The 
hemorrhage  was  doubtless  owing  to  the  rapid  extension  of 
the  cavity.  The  destruction  of  tissue  was  too  rapid  to  allow 
of  closure  of  the  vessels.  Hemorrhage  is  much  more 
common  from  gangrenous  than  from  tubercular  cavities. 
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Having  considered  the  influence  which  age  exerts  on  the 
symptoms  and  termination  of  typhus  fever,  I  shall  now 
detail  a  few  cases  to  illustrate  the  modifications  induced  in 
the  disease,  when  particular  organs  become  the  seat  of  special 
lesions,  and  also  to  exhibit  the  effects  of  pregnancy  on  the 
mortality. 

CONVULSIONS,     ETC. 

CASE  IX. — No  history — mulberry  rash — mental  confusion 
— deafness — delirium — brown  tongue — absence  of  abdominal 
signs — quick  pulse — somnolence — convulsions — coma — death 
on  the  fifth  day  of  the  stay  in  hospital.  Eight  hours  after 
death. — Continuance  of  spots  noted  during  life — clots  in  the 
cavity  of  the  arachnoid — slight  congestion  of  the  posterior 
part  of  the  lungs — hemorrhage  into  the  pulmonary  substance 
— congestion  of  the  posterior  wall  of  the  urinary  bladder — 
slight  enlargement  and  softening  of  the  spleen — old  disease 
of  the  kidneys  and  of  the  mitral  valve  of  the  heart — other 
organs  health}'-. 

Mary  H.,  aged  60.  A  rather  small-made,  thin  woman,  of 
whose  past  condition  no  particulars  could  be  obtained,  was  admitted 
into  the  London  Fever  Hospital,  under  the  care  of  Dr.  Tweedie, 
September  9th,  1847. 

On  September  10th,  the  following  was  her  condition: — Her 
memory  was  very  much  impaired  ;  her  mind  so  confused,  that, 
although  she  thought  she  was  in  the  hospital,  she  felt  by  no  means 
certain;  she  was  slightly  deaf;  her  conjunctives  were  abnormally 
injected ;  her  pupils  were  natural ;  the  cheeks  were  covered  with 
a  dingy  red  flush,  not  circumscribed ;  she  was  unable  to  leave  her 
bed  without  assistance ;  the  lips  and  teeth  were  covered  with 
sordes ;  the  tongue  was  dry  and  brown ;  there  was  neither  fulness, 
tenderness,  nor  gurgling  of  the  abdomen ;  the  bowels  acted 
regularly ;  the  pulse  was  100  and  full ;  the  heart's  impulse  strong ; 
the  cardiac  dulness  rather  too  extensive  ;  a  rough  murmur  was 
audible  with  the  first  sound  at  the  apex ;  she  suffered  from  a 
little  cough ;  and  some  sonorous  and  sibilous  rales  were  heard  over 
the  whole  chest ;  the  skin  was  hot,  dry,  and  spotted  ;  the  spots 
were  numerous,  of  a  purplish  red  colour,  varied  from  one-eighth  to 
one-sixth  of  an  inch  in  diameter;  some  of  the  spots  were  rendered 
paler  by  pressure,  some  were  unchanged  by  the  firmest  pressure  ; 
these  spots  were  more  numerous  and  darker  on  the  posterior  than 
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on  the  anterior  surface  of  the  trunk ;  here  and  there,  several  spots 
appeared  to  have  coalesced,  and  so  to  have  formed  large  irregular 
purple  patches,  unaffected  by  pressure ;  there  were  no  sudamina  on 
the  surface. 

She  passed  a  very  restless  night,  i.e.  between  the  10th 
and  llth;  slept  but  little,  and  was  occasionally  delirious ;  about 
2  A.M.,  she  was  suddenly  seized  with  general  convulsions ;  she 
appeared  to  the  nurse  insensible  during  the  time  the  attack  lasted, 
— i.e.  about  ten  minutes  ;  there  was  no  frothing  at  the  mouth  ;  her 
bowels  acted  once;  the  pulse  rose  to  120;  the  stools  and  urine 
were  passed  into  the  close  stool. 

On  the  following  day  there  was  some  somnolence,  interrupted 
by  delirium,  aud  increased  deafness ;  the  skin  was  cool ;  the 
prostration  was  more  decided ;  all  the  muscular  movements  were 
very  tremulous ;  the  stools  and  urine  were  passed  into  bed.  There 
was  little  change  till  the  night  of  the  13th,  when  her  speech 
became  unintelligible,  and  she  was  again  seized  with  general 
convulsions,  followed  by  coma.  She  was  lying  comatose  at  the 
time  of  the  visit,  on  the  fourteenth  day  of  disease,  and  died  that 
night.  On  the  10th,  6  oz.  of  wine  were  ordered  to  be  administered 
daily,  and,  on  the  following  day,  the  quantity  was  increased  to 
8  oz. 

The  body  was  examined  eight  hours  after  death.  The  weather 
cool.  The  cadaveric  rigidity  was  well  marked ;  the  trunk  was  yet 
warm ;  the  extremities  were  cold.  Of  the  spots  marked  before 
death  as  fading,  a  mere  trace  of  a  palish  red  colour  remained  ;  the 
colour  of  these  spots  was  limited  to  the  surface  of  the  cutis.  The 
spots  marked  during  life  as  unaffected  by  pressure,  retained  the 
dark  purple  hue  they  possessed  before  death.  On  section,  the 
colour  of  the  latter  was  found  to  extend  through  the  whole 
substance  of  the  cutis,  and  even  slightly,  under  the  darkest  spots, 
into  the  substance  of  the  subcutaneous  cellular  tissue.  The  tint 
was  even  deeper  beneath  the  cuticle  than  on  the  surface.  Examined 
with  a  strong  lens,  the  discoloration  appeared  to  be  due  to  dyeing  of  the 
tissues ;  a  few  minute  vessels  were  seen  loaded  with  blood,  converging 
towards  the  spots,  but  none  in  the  discoloured  part  itself. 

In  the  cavity  of  the  arachnoid,  on  the  convex  surface  of  the 
anterior  lobe  of  the  left  hemisphere  of  the  cerebrum,  was  a  dark 
crimson  clot,  about  1  inch  in  superficial  diameter,  thin  but  firm. 
Continuous  with  it  was  a  delicate  pale,  red,  fibrinous  film,  spreading 
over  a  large  portion  of  the  superior  part  of  the  same  hemisphere ; 
a  second  smaller  dark  clot,  situated  on  a  line  with  the  upper  edge 
of  the  left  meatus  auditorius  externus  was  united  to  the  first- 
described  coagulum,  by  the  delicate  fibrinous  film;  a  similar 
crimson  clot  was  found  on  the  convex  surface  of  the  middle  lobe 
of  the  right  hemisphere. 
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All  these  coagula  could  be  detached  with  the  greatest  facility, 
without  the  least  injury  to  the  subjacent  arachnoid.  The  vessels 
of  the  pia  mater  were  moderately  full  of  fluid  blood ;  not  a  drop, 
however,  could  be  pressed  into  the  cavity  of  the  arachnoid  ;  there 
was  no  discoverable  lesion  of  the  sinuses ;  there  was  no  blood  at 
the  base  of  the  brain  ;  a  little  reddish  serosity  escaped  on  opening 
the  cavity  of  the  arachnoid. 

About  1  oz.  of  colourless  serosity  was  found  in  the  ventricles, 
and  a  little  at  the  base  of  the  brain.  There  was  not  the  slightest 
abnormal  vascularity  of  the  substance  of  the  organ,  of  the  lining 
membrane  of  the  ventricles,  nor  of  the  plexus  choroides.  The 
substance  itself  of  the  encephalon  was  firm  and  healthy  in  all 
respects. 

The  heart  was  somewhat  larger  than  natural ;  its  substance  was 
firm.  There  was  some  old  disease  of  the  mitral  valve.  The  blood 
was  fluid,  with  the  exception  of  a  few  small,  soft,  black  coagula  in 
the  venae  cavae  and  right  auricle  and  ventricle. 

The  larynx  was  healthy  ;  the  bronchial  tubes  slightly  congested. 

The  lungs  were  slightly  congested  posteriorly ;  in  the  anterior 
inferior  angle  of  the  lower  lobe  of  the  right  lung  was  a  nodule 
of  pulmonary  apoplexy  of  some  size. 

The  liver  was  healthy,  but  congested ;  the  'gall-bladder  con- 
tained about  1  oz.  of  thick  dark  green  bile. 

The  spleen  weighed  7  oz.;  it  was  soft  and  dark. 

The  kidneys  were  healthy  but  congested ;  a  few  hemorrhagic 
points  were  found  under  the  lining  membrane  of  either  kidney. 
The  lining  membrane  of  the  posterior  wall  of  the  urinary  bladder 
was  minutely  injected,  and  beneath  the  mucous  membrane  were 
also  several  hemorrhagic  spots. 

The  pancreas,  the  oesophagus,  and  the  mesenteric  glands  were 
healthy. 

Stomach. — The  lining  membrane  of  the  stomach  was  smooth  ; 
there  were  no  rugae,  and  a  mere  trace  of  mammillation ;  the  con- 
sistence and  thickness  of  the  membrane  was  normal. 

Large  and  small  intestines. — The  colour  and  thickness  of  the 
mucous  membrane  lining  the  intestinal  canal  were  normal ;  but  it 
was  somewhat  softened,  especially  in  the  small  intestines,  where 
shreds  of  any  length  were  obtained  with  difficulty. 

The  large  intestines  contained  some  solid  faeces ;  there  was 
very  little  air  in  any  part  of  the  canal. 

The  points  especially  worthy  of  attention  in  this  case  are 
the  passage  of  the  spots  into  petechise,  the  persistence  of  the 
spots  after  death,  especially  the  condition  of  the  cutis  (as 
observed  after  death),  on  which  the  discoloration  causing 
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the  spots  depended.  In  addition  to  the  well-marked  mul- 
berry rash,  itself  diagnostic  of  the  disease,  whatever  other 
symptoms  are  present  or  absent — the  mental  confusion, 
the  muddy  hue  of  skin,  the  dingy  flush  of  the  face,  the 
injected  conjunctivas,  the  absence  of  headache  after  the 
commencement  of  delirium,  the  prostration  combined, 
were  sufficient  to  render  the  existence  of  typhus  fever  highly 
probable,  though  certainly  in  themselves  not  absolutely 
diagnostic. 

Convulsions  are  by  no  means  common  in  typhus  fever. 
When  they  do  occur,  the  case  almost  invariably  proves  fatal. 
After  death,  in  the  case  we  are  here  considering,  an  effusion 
of  blood  was  found  to  have  taken  place  into  the  cavity  of 
the  arachnoid.  Although  it  cannot  be  questioned  that  this 
hemorrhage  occurred  before  death,  yet  it  may  be  doubted 
whether  it  was  the  cause  of  the  attack  of  convulsions.  The 
ordinary  result  of  an  effusion  of  blood  into  the  cavity  of  the 
arachnoid  on  the  convex  surface  of  the  brain  is  coma.  It  is 
not  improbable  that  the  convulsions  were  induced  by  the 
action  of  the  generally  diseased  blood  on  the  nervous  centres, 
and  that  the  intra-cranial  hemorrhage  resulted  from  the 
impeded  return  of  blood  from  the  brain  during  the  convulsions. 
The  condition  of  the  anterior  inferior  angle  of  the  right  lung 
rendered  this  view  of  the  case  highly  probable. 

My  experience  leads  me  to  regard  effusion  of  blood  into 
the  cavity  of  the  arachnoid  as  by  no  means  of  infrequent 
occurrence  in  typhus  fever.  Capillary  hemorrhage  is 
probably  favoured  as  well  by  the  condition  of  the  solids  as  of 
the  blood  itself.  In  the  case  before  us  there  were  numerous 
minute  spots  of  ecchymosis  beneath  the  lining  membrane  of 
the  pelvis,  of  the  kidneys,  and  urinary  bladder.  The  bile  in 
this  case  was,  as  it  generally  is  after  death  from  typhus  fever, 
thick  and  dark  green ;  the  spleen  was  soft  and  not  very  much 
enlarged ; — the  age  of  the  patient  favoured  softening  of  that 
organ,  while  it  was  unfavourable  to  enlargement.  (See  p.  96.) 
The  fluid  state  of  the  blood,  and  the  smoothness  of  the  mucous 
membrane  of  the  stomach  are  both  commonly  present  after 
death  from  typhus  fever.  But  softening  of  the  mucous  mem- 
brane of  the  intestinal  canal  is  very  rarely  seen  to  the  same 
extent  as  in  this  particular  case.  There  had  been  no  signs  to 
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indicate  its  existence  during  life ;  and  it  is  probable  that  it 
was  in  a  great  measure  cadaveric.  Peyer's  patches,  and  the 
mesenteric  glands,  it  is  to  be  observed,  were  in  all  respects  in 
their  normal  state. 

Hemorrhage  sometimes  takes  place  into  the  substance  of 
muscles  where  no  external  violence  can  have  occurred.  The 
rectus  abdominalis  is  a  frequent  seat  of  the  effusion  of  blood. 
The  following  case  illustrates  this  complication. 

CASE  X. — No  history  of  early  symptoms. 

Mary  B.,  aged  70,  a  thin  woman  with  grey  hair,  came  under 
observation  on  the  sixth  day  of  disease.  No  particulars  of  the 
symptoms  present  before  her  admission  into  the  London  Fever 
Hospital,  under  the  care  of  Dr.  Tweedie,  July  21st,  1848,  could  be 
obtained.  She  had  resided  from  some  years  preceding  her  admis- 
sion in  Kensington  workhouse.  Several  cases  of  fever,  with  mul- 
berry rash,  had  been  admitted  shortly  before  from  the  same 
locality. 

When  first  seen,  on  the  sixth  day  of  disease,  her  mind  was 
wandering.  She  fancied  she  had  been  in  the  hospital  three  days. 
There  was  no  headache ;  she  had  slept  a  little.  She  was  deaf. 
The  tongue  was  dry  and  brown ;  the  bowels  slightly  relaxed. 
There  were,  however,  no  abdominal  signs ;  the  pulse  was  only  80. 
There  was  slight  want  of  resonance,  and  very  feeble  respiratory 
murmurs  over  the  most  depending  part  of  the  lungs,  the  patient 
lying  on  her  back ;  the  skin  was  -warm  and  dry.  Mulberry  rasli 
was  well  marked.  The  prostration  was  so  great  that  the  patient 
was  unable  even  to  turn  in  bed  unassisted.  4  oz.  of  gin  were 
ordered  to  be  given  during  the  twenty-four  hours  in  divided  doses. 
On  the  next  day  the  pulse  had  risen  to  120  ;  it  was  very  weak  ; 
there  was  some  somnolence ;  in  other  respects  there  was  little 
change ;  she  died  at  7  A.M.  on  the  ninth  day  of  disease,  apparently 
from  asthenia. 

The  body  was  examined  thirty-one  hours  after  death,  the  weather 
being  cool ;  the  cadaveric  rigidity  had  almost  entirely  disappeared  ; 
the  spots  observed  during  life  continued.  Beneath  and  extending 
among  the  fibres  of  the  left  rectus  abdominalis  muscle  was  a 
loosely  coagulated  dark  bloody  clot,  2  inches  in  length  and  1  inch 
in  breadth.  It  was  situated,  as  above  described,  midway  between 
the  umbilicus  and  pubes. 

The  heart  was  flabby ;  the  clots  contained  in  it  soft  and  dark  ; 
the  lining  membrane  was  stained  dusky  red ;  the  lungs  were  deeply 
congested  posteriorly ;  the  mucous  membrane  of  the  stomach  was 
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smooth  and  free  from  rugae ;  the  consistence,  thickness,  and  colour 
of  the  whole  gastro-intestinal  mucous  membrane  was  normal ; 
Peyer's  patches  in  all  particulars  healthy ;  larynx,  pharynx,  and 
O3sophagus  healthy ;  there  was  no  enlargement  of  the  mesenteric 
glands.  A  few  small  cysts  studded  the  cortical  substance  of  the 
kidneys  ;  the  urinary  bladder  and  uterus  were  normal  in  all  parti- 
culars ;  the  pancreas  healthy ;  the  liver  very  flabby  and  soft ;  the 
spleen  somewhat  enlarged. 

Head. — The  pia  mater  was  congested ;  there  was  a  little  sub- 
arachnoid  effusion  of  serosity ;  and  the  pia  mater  and  arachnoid 
separated  from  the  cerebral  convolutions  with  abnormal  facility. 
The  substance  of  the  encephalon  itself  appeared  healthy  in  all  re- 
spects. 

This  patient,  like  all  affected  with  typhus  fever  when  they 
make  any  mistake  as  to  the  duration  of  time,  supposed  it 
lengthened;  thus  she  thought  three  days  had  elapsed 
between  her  entrance  into  the  hospital  and  my  first  seeing 
her,  whereas  really  it  was  only  one  day.  In  addition  to  the 
presence  of  a  fclot  in  the  substance  of  the  rectus  abdominalis 
muscle,  this  case  illustrates  the  early  period  at  which  death 
from  typhus  fever,  uncomplicated  with  local  lesion,  may  ensue. 
There  was  nothing  found  after  death  to  account  for  the  fatal 
termination.  Some  congestion  of  the  most  depending  part  of 
the  lung — slight  congestion  of  the  pia  mater — trifling  en- 
largement of  the  spleen — and  a  small  quantity  of  loosely 
coagulated  blood  in  the  substance  of  a  muscle  were  all  the 
physical  changes  established  during  life  which  the  scalpel 
enabled  us  to  lay  bare.  The  effect  on  the  solids  of  the 
general  disease,  which  latter  itself  our  scalpel  could  not 
detect,  was  manifested  by  the  flabby  state  of  the  heart  and 
liver,  the  early  disappearance  of  the  cadaveric  rigidity,  etc. 

In  Case  ix.  an  example  was  afforded  of  convulsions  co- 
incident with  an  effusion  of  blood  into  the  cavity  of  the 
arachnoid.  I  shall  now  detail  a  case  in  which  that  lesion 
was  detected  after  death,  when  there  had  been  no  symptoms 
to  indicate  its  presence  during  life,  Case  XL:  and  then  I 
shall  narrate  a  case,  xin.,  in  which  convulsions  occurred, 
but  which  presented  no  lesion,  excepting  some  congestion  of 
the  brain  and  its  membranes,  to  account  for  so  serious  a 
symptom ;  and  then  Case  xiv.,  hi  which  the  cerebral  symptoms 
were  very  prominent  during  life,  but  in  which,  after  death, 
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not  the  slightest  deviation  from  the  normal  condition  of  the 
encephalon  or  its  membranes  could  be  discovered. 

CASE  XI. — After  exposure  to  the  contagion  of  fever 
accompanied  with  mulberry  rash. 

Ensued : — Rigors  frequently  repeated — pain  in  head  and 
limbs — confined  bowels — rapid  prostration — hoarseness — 
deafness — disturbed  vision — mental  confusion — dry  brown 
tongue — difficult  deglutition — quick  pulse — cool  skin — 
mulberry  rash — extreme  difficulty  of  breathing — death  on 
the  16th  day. 

Eleven  hours  after  death:  Persistence  of  spots — clot  in 
the  substance  of  left  rectus  abdominalis  muscle — clot  in  the 
cavity  of  arachnoid — slight  congestion  of  the  posterior  part 
of  lungs — softening  of  the  mucous  membrane  of  pharynx — 
thickening  of  rima  glottidis — pus  in  larynx — other  organs 
normal. 

Mary  G.,  aged  49,  a  moderately  stout  woman,  subject  to  con- 
stant cough,  was  admitted  into  the  London  Fever  Hospital,  May 
9th,  1848,  under  the  care  of  Dr.  Tweedie.  Her  daughter  left  the 
hospital  three  weeks  before,  and  Mary  G.  washed  her  clothes. 
She  was  a  native  of  London. 

Present  illness  began  thirteen  days  before  her  admission  with 
rigors  frequently  repeated — pains  in  the  head  and  limbs,  and  con- 
fined bowels.  She  took  to  her  bed  entirely  on  the  second  day 
of  disease,  because  she  felt  generally  ill  and  extreme  weakness. 
There  had  been  no  epistaxis.  She  had  taken  before  admission 
several  doses  of  aperient  medicine.  Hoarseness  first  made  its 
appearance,  her  relations  stated,  on  the  9th  day  of  disease. 

The  following  notes  of  her  case  were  taken  on  the  13th 
day  of  disease : — No  headache,  slight  deafness  (not  deaf  till 
present  illness),  no  delirium,  memory  defective  ;  complains  of  see- 
ing strange  objects  about  the  wards ;  she  is  quite  conscious  that 
these  objects  have  no  real  existence ;  says  she  has  a  most  disagree- 
able taste,  and  a  constant  sense  of  unpleasant  odours ;  there  is  no 
flush  of  the  face ;  she  is  unable  to  leave  her  bed  without  consider- 
able assistance. 

The  tongue  is  brown  and  dry ;  she  swallows  either  solids  or 
liquids  with  considerable  difficulty;  there  is  swelling  and  dusky 
redness  of  the  tonsils,  uvula,  and  velum  pendulum  palati ;  she  has 
passed  two  stools  during  the  last  twenty-four  hours ;  there  is 
neither  pain,  tenderness,  fulness,  resonance,  nor  gurgling  of  the 
abdomen  ;  no  appetite,  no  thirst. 
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She  can  speak  only  in  a  faint,  hoarse  whisper ;  no  tenderness 
of  the  larynx ;  cough  troublesome ;  some  sonorous  and  mucous 
rales  over  both  sides  of  the  chest;  percussion  normal;  pulse  120, 
weak;  heart  sounds  normal;  skin  cool,  covered  with  mulberry 
rash;  vin.  alb.  §iv.,  jus  bov.  On  the  14th  and  15th  days 
there  was  little  change  in  the  local  or  general  symptoms,  ex- 
cepting that  the  spots  were  paler  somewhat  on  the  14th  day, 
and  she  was  quite  unable  to  protrude  her  tongue ;  she  passed 
her  stools  in  bed  on  the  15th  day.  The  muscular  movements 
at  the  same  time  were  extremely  tremulous ;  the  pulse  had  risen 
at  the  latter  date  to  128,  was  very  weak,  and  the  skin  cool.  She 
became  very  restless  during  the  afternoon  of  the  15th  day. 
Death  occurred  at  4  A.M.  on  the  16th  day.  For  some  hours 
before  the  fatal  termination  the  breathing  was  exceedingly  laboured. 
There  were  no  convulsions,  and  no  coma. 

A  blister  was  applied  to  the  throat  on  the  14th  day  of 
disease,  and  at  the  same  time  the  wine  was  increased  to  six  ounces 
in  the  twenty-four  hours.  On  the  15th  day  four  ounces  of  gin 
were  given,  in  addition  to  the  wine. 

Eleven  hours  after  death  the  following  appearances  were  ob- 
served : — The  spots  noted  during  life  were  still  to  be  detected ; 
there  was  no  emaciation;  at  least  l£  inches  of  fat  covered  the 
abdominal  parietes.  Between  the  left  rectus  abdominalis  muscle 
and  its  sheath,  anteriorly  and  posteriorly,  and  also  among  the 
fibres  of  the  muscle,  which  were  at  that  place  softer  than  else- 
where, was  a  considerable  quantity  of  loosely  coagulated  blood. 
The  extent  occupied  by  the  clot  was  about  6  inches  by  2  inches. 
It  commenced  an  inch  above  the  pubes. 

Head. — The  bloody  points  on  the  external  surface  of  the  dura 
mater  were  very  numerous.  A  little  bloody  serosity  escaped  on 
opening  the  cavity  of  the  arachnoid.  On  either  side,  extending 
from  the  greater  wing  of  the  sphenoid  bone  to  the  tentorium  cere- 
belli,  closely  applied  to  the  arachnoid  covering  the  pia  mater,  and 
Avithin  the  cavity  of  the  arachnoid,  was  a  film  of  coagulated  blood 
of  a  bright  red  colour,  with  spots  of  a  dark  venous  hue  scattered 
over  it  at  intervals.  The  difference  in  colour  depended  on  the 
difference  in  the  thickness  of  the  clot.  There  was  no  trace  of  any 
clot  in  the  longitudinal  fissure,  and  no  coagulum  at  the  base  of 
the  brain.  In  the  meshes  of  the  pia  mater  was  much  colourless 
serosity,  and  a  moderate  amount  of  the  same  in  the  lateral  ven- 
tricles. The  bloody  points  on  the  cut  surface  of  the  cerebrum 
appeared  more  numerous  than  natural.  There  was  increased 
vascularity  of  the  plexus  choroides.  The  consistence  of  the  cere- 
bral substance  was  natural. 

There  was  no  abnormal  congestion  of  the  pulmonary  tissue. 
The  lining  membrane  of  the  bronchial  tubes  were  finely  injected ; 


ARACHNOID  HEMORRHAGE  215 

the  tubes  themselves  contained  much  muco-purulent  fluid.  The 
pericardium  and  heart  were  healthy.  The  clots  in  the  heart  firm. 

The  mucous  membrane  of  the  pJiarynx  was  of  a  dirty  yellow 
colour,  and  so  soft  that  it  could  be  readily  removed  by  the 
slightest  scraping  from  the  subjacent  tissue. 

Larynx. — The  rima  glottidis  was  narrow,  the  mucous  mem- 
brane of  the  whole  larynx  finely  injected,  and  covered  with  a 
layer  of  purulent  fluid.  On  and  above  the  chords  vocales  was 
some  solid  opaque  white  matter,  resembling  lymph  in  physical 
character. 

The  liver  was  flabby ;  the  spleen,  small,  weighing  only  4f  oz., 
was  soft  and  flabby. 

The  pancreas,  urinary  bladder,  and  uterus  were  healthy.  The 
kidneys  contained  numerous  small  cysts  in  their  cortical  substance. 

The  (esophagus  was  normal  in  appearance. 

Stomach. — The  whole  of  the  coats  of  the  great  cul-de-sac  were 
so  soft  that  the  finger  passed  through  them  with  the  greatest 
facility.  Bluish  white  bands,  from  which  the  mucous  membrane 
had  disappeared,  extended  from  the  softened  portion  towards  the 
pylorus.  The  whole  mucous  membrane  of  the  stomach  was  ex- 
ceedingly soft,  but  very  pale. 

Large  and  small  intestines. — The  thickness,  colour,  and  consist- 
ence of  the  mucous  membrane  lining  the  intestinal  canal,  as  well 
as  the  condition  of  Peyer's  patches,  were  carefully  noted.  They 
were  healthy  in  all  particulars.  The  mesenteric  glands  were  in 
their  normal  condition. 

In  this  case  there  was  much  more  blood  within  the  cavity 
of  the  arachnoid  than  in  Case  x.,  and  yet  there  were  no 
convulsions.  The  softened  condition  of  the  substance  of  the 
rectus  abdominalis,  and  the  presence  of  a  clot  of  blood  in  it, 
are  points  worthy  of  attention,  as  showing  the  relation 
between  the  diseased  condition  of  the  solids  and  fluids  gene- 
rally, and  the  presence  of  hemorrhage  into  the  cavity  of  the 
arachnoid.  Clots  were  found  on  both  cerebral  hemispheres 
The  absence  of  any  trace  of  clot  in  the  longitudinal  fissure 
rendered  it  probable  that  the  hemorrhage  occurred  primarily 
on  the  two  sides,  i.e.  that  the  blood  did  not  pass  before  co- 
agulation from  the  one  hemisphere  to  the  other.  As  is 
common  in  cases  of  hemorrhage  into  the  arachnoid,  no  trace 
of  the  vessels  from  which  the  blood  escaped  could  be  detected. 

A  small  quantity  of  coagulated  blood  is,  as  I  have  before 
remarked,  by  no  means  infrequently  found  within  the  cavity 
of  the  arachnoid  after  death  from  typhus  fever.  Thus  this 
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lesion  was  discovered  to  exist  in  one-seventh  of  the  cases  of 
typhus  fever  which  proved  fatal  during  the  progress  of  that 
disease  analysed  by  myself  in  the  Edinburgh  Monthly  Journal 
for  October  1849,1  and  my  impression  is,  that  such  proportion 
does  not  very  far  exceed  what  the  whole  of  the  cases  I  have 
examined  after  death  would  afford.  The  quantity  of  blood, 
however,  I  ought  to  remark,  is  often  very  small.  I  have 
never  seen  the  slightest  trace  of  hemorrhage  into  the  sub- 
stance of  the  brain  after  typhus  fever.  Now,  intense  conges- 
tion of  the  membranes  of  the  brain  is  frequently,  almost 
constantly,  found  after  death  from  typhus  fever.  Congestion 
of  the  cerebral  substance  much  more  rarely ;  and  when  it 
does  occur  is  infinitely  less  intense. 

This  case  also  illustrates  one  form  of  laryngitis,  as  found 
in  typhus  fever,  i.e.  that  form  which  advances  insidiously, 
and  is  unattended  with  those  violent  symptoms  which  are 
consequent  on  sudden  swelling  of  the  submucous  tissue  of 
the  larynx.  The  physical  obstruction  to  the  entrance  of  the 
air  was  comparatively  trifling.  It  will  be  observed  that  from 
the  history  of  the  symptoms,  as  well  as  from  the  more 
advanced  stage  of  the  disease  of  the  pharyngeal  than  of  the 
laryngeal  mucous  membrane,  that  the  affection  commenced, 
as  it  usually  does,  in  the  pharynx,  and  then  spread  down  to 
the  larynx.  Deafness  was  noted  in  this  case,  as  it  was  in 
Cases  in.,  x.,  and  xn.  It  is  a  common  symptom  in  typhus 
fever.  The  softening  of  the  stomach  was  cadaveric,  a  part  of 
that  tendency  to  softening  of  the  tissues  so  eminently  char- 
acteristic of  the  disease  I  am  here  considering.  The  sonorous 
rale,  and  the  condition  of  the  bronchial  mucous  membrane, 
were  probably  dependent  on  the  chronic  bronchitis,  of  which 
it  appeared  this  woman  had  long  been  the  subject. 

CASE  XII. — Slight  rigors,  pains  in  back  and  abdomen — 
diarrhoea  without  medicine — sudden  prostration — mental 
confusion — trifling  headache,  vertigo — brown  and  dry  tongue 
— tenderness  of  abdomen — mulberry  rash — convulsions — 
coma — death — persistence  of  spots — meningeal  and  cerebral 
congestion — blood  very  loosely  coagulated — hypertrophy  of 
the  heart — other  organs  healthy. 

1  See  ante,  p.  62. 
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Thomas  B.,  aged  61,  a  printer,  a  thin  man,  whose  previous 
health  had  been  very  good,  was  received  into  the  London  Fever 
Hospital,  May  27th,  1848,  on  the  8th  day  of  disease,  under  the 
care  of  Dr.  Tweedie.  He  never  had  a  fit  of  any  kind  before  his 
admission  into  the  hospital.  His  illness  commenced  with  slight 
rigors  and  pain  in  the  back  and  abdomen.  His  bowels  were 
relaxed  from  the  outset  and  before  he  took  medicine  of  any  kind. 
He  kept  his  bed  on  the  2nd  day  of  illness. 

On  the  9th  day  of  disease  the  following  notes  of  his  case  were 
made : — 

He  states,  when  asked,  that  he  has  slight  headache  and  some 
vertigo — he  slept  but  little  last  night — his  mind  is  somewhat  con- 
fused. The  tongue  is  dry  and  brown — the  abdomen  tender — the 
bowels  much  relaxed.  He  has  passed  five  stools  since  his  admis- 
sion yesterday — there  is  no  appetite  and  but  little  thirst. 

The  pulse  is  only  90.  With  the  exception  of  rather  extensive 
cardiac  dulness,  there  are  no  abnormal  physical  chest  signs. 

The  muscular  powers  are  greatly  impaired — he  is  quite  unable 
to  leave  his  bed  unassisted,  even  to  reach  the  close  stool.  The  skin 
is  warm  and  dry.  There  is  abundant  mulberry  rash. 

During  the  night  he  was  seized  with  convulsions,  throwing  his 
arms  about  violently ;  he  appeared  at  the  time  unconscious  of  all 
going  on  around  him.  This  fit  lasted  for  about  ten  minutes.  He 
slept  for  some  time  before  and  after  the  fit. 

When  I  saw  him  again  on  the  following  morning,  i.e.  the  10th 
day  of  disease,  he  said  he  was  free  from  headache — his  mind  was 
rather  more  confused  than  on  the  9th  day — the  conjunctives  were 
injected,  the  pupils  small — the  urine  was  passed  into  the  bed.  On 
the  following  day  he  had  a  second  attack  of  convulsions,  which 
lasted,  however,  but  a  very  few  minutes.  During  this  attack  his 
limbs  became  very  rigid  and  he  foamed  at  the  mouth,  and  after  it 
he  slept  for  half-an-hour.  He  was  otherwise  very  wakeful  and 
occasionally  delirious.  On  the  llth  day  he  continued  watchful 
and  delirious — there  were  frequent  twitchings  of  the  muscles  of 
the  face — the  urine  and  the  stools  were  passed  into  bed — the 
pulse  was  scarcely  perceptible.  He  died  at  1 1  A.M.  on  the  1 2th 
day  of  disease.  He  was  comatose  for  some  hours  before  death. 

The  body  was  examined  twenty-seven  hours  after  death. — The  spots 
marked  during  life  continued  visible. 

Head. — The  dura  mater  was  considerably  congested.  There 
was  a  little  fluid  in  the  cavity  of  the  arachnoid,  and  a  small 
quantity  infiltrated  the  meshes  of  the  pia  mater.  The  arachnoid 
was  rather  opaque.  The  pia  mater  minutely  injected  over  the 
whole  surface  of  the  brain.  Numerous  but  minute  bloody  points 
studded  the  cut  surface  of  the  grey  and  white  matter  of  the  cere- 
brum. The  consistence  of  the  brain  was  natural.  The  lateral 
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ventricles  were  moderately  distended  with  colourless  fluid.  The 
vessels  of  the  plexus  choroides  wei-e  loaded  with  blood. 

Chest. — With  the  exception  of  a  very  small  soft  black  clot  in 
the  right  auricle  and  ventricle,  and  a  still  smaller  clot  in  the  left 
auricle  and  ventricle,  the  blood  was  fluid  throughout  the  body. 

Pericardium  healthy. 

Heart  somewhat  enlarged  and  hypertrophied. 

Larynx — bronchial  tubes — bronchial  glands  and  lungs  healthy  in 
appearance. 

Pharynx  and  oesophagus  normal. 

Stomach. — With  the  exception  of  a  few  ruga?,  along  the  greater 
curvature,  and  trifling  mammillation  near  the  pylorus,  the  mucous 
membrane  of  the  stomach  was  smooth;  the  mucous  membrane 
was  posteriorly  of  reddish  colour,  anteriorly  a  darker  red,  and 
along  the  greater  curvature  of  a  vermilion  hue ;  the  redness  was 
punctiform  and  capillary ;  the  deeper  red  parts  were  slightly 
thickened  and  firmer  than  the  surrounding ;  there  was  no  softening 
of  any  part  of  the  lining  membrane  ;  the  larger  vessels  of  the 
posterior  wall  of  the  organ  were  moderately  full  of  blood ;  none 
were  visible  on  the  anterior  surface  of  the  organ. 

The  mesenteric  glands  and  intestines  were  healthy  in  colour, 
thickness,  and  consistence. 

The  pancreas,  liver,  kidneys,  and  urinary  bladder,  were  normal : 
the  gall  bladder  contained  some  dark  green  bile ;  the  spleen  was 
dark  and  firm  ;  and  weighed  7£  OZSN 

Thus  with  the  exception  of  the  congestion  of  the  brain,  by 
no  means  greater  than  in  many  cases  when  no  convulsions 
occurred,  there  was  no  lesion  to  account  for  that  symptom. 
The  patient  died  at  an  early  period  of  the  disease,  i.e.  on  the 
12th  day,  and  no  local  complication  of  importance  was 
revealed  by  the  scalpel.  The  convulsions  and  death  were 
probably  the  result  of  the  same  cause,  the  diseased  condition 
of  the  blood.  I  would  wish  particularly  to  direct  the  reader's 
attention  to  the  fact,  that  diarrhcea,  pain  in  the  abdomen, 
and  tenderness  of  the  belly,  were  among  the  earliest  and 
most  prominent  symptoms,  and  yet  there  was  no  lesion  of 
Peyer's  patches.  The  tenderness,  probably,  depended  on  the 
condition  of  the  gastric  mucous  membrane.  I  shall  have, 
hereafter,  to  detail  cases,  in  which  constipation  was  a  pro- 
minent symptom,  and  yet  extensive  ulceration  of  the  agmin- 
ated  glands  was  detected  after  death.  So  that,  by  themselves, 
pain  in  the  abdomen  and  diarrhosa,  even  when  present  in 
fever,  are  by  no  means  diagnostic  of  lesion  of  Peyer's  patches. 
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CASE  XIII. — George  C.,  aged  58,  a  stout  fair-complexioned 
man,  was  admitted  into  the  London  Fever  Hospital,  under  the 
care  of  Dr.  Tweedie,  July  4th,  1848,  labouring  under  typhus 
fever,  accompanied  with  the  diagnostic  mulberry  rash.  This  man's 
wife  and  children  were  patients  in  the  hospital  some  weeks  before; 
they,  too,  laboured  under  typhus  fever  with  mulberry  rash.  From 
his  admission  till  about  the  14th  day  of  disease,  when  the  follow- 
ing notes  of  his  condition  were  taken,  he  was  violently  delirious  : — 
'  He  sleeps  very  much — when  roused  is  very  delirious ;  he  cannot 
be  made  to  take  his  medicine ;  will  not  protrude  his  tongue ;  is 
unable  to  leave  his  bed  unassisted  :  he  has  passed  two  stools 
during  the  last  twenty-four  hours ;  his  pulse,  which,  up  to  this 
date,  has  not  exceeded  96,  is  108,  and  for  the  first  time  irregular; 
on  the  following  day  it  reached  120  in  the  minute;  it  continued 
irregular,  and,  during  the  last  twenty-four  hours  of  life,  was  inter- 
mitting. On  the  15th  day,  strabismus  was  observed  for  the  first 
time ;  his  eyes  were  both  drawn  upwards  and  inwards ;  his  wife 
was  struck  by  his  appearance,  and  remarked  spontaneously,  that 
she  had  never  seen  him  squint  before  his  present  illness ;  the  spots 
grew  darker  as  the  disease  advanced ;  coma  preceded  death  for 
many  hours ;  he  died  on  about  the  18th  day  of  disease.' 

The  following  was  the  condition  of  the  organs  discovered  on 
an  examination  of  the  body  twenty-four  hours  after  death  : — 

There  was  no  opacity  of  the  arachnoid ;  a  little  fluid  only  in 
the  cavity  of  that  membrane;  a  little  colourless  serosity  in  the 
meshes  of  the  pia  mater;  slight  congestion  of  the  latter;  the 
arachnoid  and  pia  mater  separate  in  one  mass  from  the  surface  of 
the  convolutions,  without  carrying  away  any  of  the  cerebral 
substance ;  a  little  transparent  serosity  in  the  ventricles ;  there 
were  a  few  more  red  points  than  common  in  the  white  substance 
of  the  brain ;  the  consistence  of  that  organ  was  perfectly  normal. 

With  the  exception  of  some  red  serosity  in  the  pericardium, 
which  microscopic  examination  proved  to  contain  no  blood  cor- 
puscles,— a  very  flabby  condition  of  the  heart,  the  lining  membrane 
of  which  was  stained  dusky  red, — a  nearly  fluid  condition  of  the 
blood  throughout  the  body, — a  limited  amount  of  consolidation  of 
the  pulmonary  tissue  of  the  left  lung  from  central  pneumonia, — 
flabby  liver, — dark  thick  bile, — and  smoothness  of  the  lining 
membrane  of  the  stomach, — common  after  death  from  typhus 
fever,  as  I  have  before  pointed  out,  the  whole  of  the  organs  were 
in  a  normal  state. 

I  have  narrated  the  above  scanty  particulars  of  this  case, 
in  order  that  the  reader  may  have  another  illustration  of  the 
frequent  presence  of  what  are  called  head-symptoms, — violent 
delirium,  squinting,  and  coma, — and  yet  after  death-examina- 
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tion  be  unable  to  afford  the  slightest  explanation  of  the 
morbid  vital  phenomena,  by  the  demonstration  of  any  change 
of  structure  within  the  cranium.  An  irregular  or  intermitting 
pulse  is  by  no  means  rare  in  typhus  fever,  when  no  old 
disease  of  that  organ  is  detected  after  death. 

I  do  not  give  a  case  illustrative  of  the  pathological  appear- 
ances observed  within  the  cranium  after  death  from  typhus 
fever,  complicated  with  inflammation  of  the  brain  or  its 
membrane,  for  this  reason,  because  /  have  never  made  an 
examination,  after  death,  of  a  case  of  typhus  fever,  in  which 
such  appearances  were  present  The  assertion  that  the 
symptoms  of  typhus  fever  are  due  to  inflammation  of  the 
brain,  rests  on  as  untenable  grounds  as  that  of  the  same 
disease  in  gastro-enteritis. 

COMA  VIGIL. 

CASE  XIV. — Maria  W.,  aged  52,  was  first  seen  on  the  9th 
day  of  disease ;  at  that  time  the  symptoms  of  typhus  fever  were 
present.  She  slept  much,  and  on  the  10th  day  almost  constantly, 
night  and  day.  Somnolence  continued  till  about  the  middle  of 
the  13th  day,  gradually,  however,  becoming  less  constant.  From 
the  time  of  the  visit,  on  the  1 3th  day,  till  her  death,  at  1  A.M.  on 
the  15th  day,  she  never  closed  her  eyes.  On  the  14th  day,  the 
following  note  was  made  : — She  lies  constantly  on  her  back ;  eyes 
open ;  has  not  closed  them  since  the  visit  yesterday  ;  cannot  be 
made  to  open  her  mouth,  or  to  attempt  to  protrude  her  tongue ; 
gives  no  sign  of  consciousness  when  spoken  to.  The  skin  is  cool 
and  sweating  profusely ;  the  spots  are  darker  than  on  admission ; 
there  are  no  sudamina. 

The  body  was  examined  twenty-two  hours  after  death.  There 
was  some  colourless  serosity  in  the  cavity  of  the  arachnoid ;  a  little 
similar  fluid  in  the  meshes  of  the  pia  mater ;  a  moderate  quantity 
in  the  ventricles.  The  pia  mater,  arachnoid,  and  cerebral  substance, 
appeared  healthy  in  colour  and  consistence. 

Thus,  no  condition  of  the  encephalon  was  detected,  to 
account  for  the  peculiar  symptom  above  described. 

I  have  seen  one  person  only  recover  from  this  state,  and 
in  that  case  the  coma  vigil  was  not  complete. 

CASE  XV. — George  P.,  aged  30,  a  surgeon,  was  received  into 
the  London  Fever  Hospital,  June  2nd,  1849,  on  the  8th  day  of 
disease,  under  the  care  of  Dr.  Tweedie.  He  had  well-marked  and 


COMA  VIGIL  :    PREGNANCY  221 

very  severe  typhus  fever.  At  the  time  of  his  admission  the  mul- 
berry rash  was  very  abundant.  On  the  16th  day  the  following 
note  was  made : — 

'  He  has  been  since  last  evening  in  his  present  condition.  Is 
now  lying  on  his  back,  his  eyes  open,  but  he  is  apparently  uncon- 
scious of  all  going  on  around  him.  He  cannot  be  made  to  protrude 
his  tongue,  or  even  to  make  any  effort  to  do  so ;  yet  he  swallows 
a  little  fluid  when  poured  into  his  mouth.  His  pupil  acts  very 
little  by  the  aid  of  a  candle.  Pulse  132,  very  weak.  Urinary 
bladder  distended ;  urine  passing  into  the  bed.  The  mulberry 
rash  is  well  marked.  A  blister  was  applied  to  his  forehead,  and 
on  the  following  day  the  pulse  had  fallen  to  108.  He  had  some 
sleep ;  assisted  himself  to  drink  ;  protruded  his  tongue  fully  when 
bidden ;  and  the  spots  were  much  paler.  From  this  time  he 
rapidly  recovered.' 

It  will  be  observed,  that  the  condition  described  as  having 
existed  in  the  two  last  described  cases  was  very  different  from 
somnolence  or  ordinary  coma.  It  was  the  opposite  of  that 
described  as  coma  vigil  by  Choinel  and  some  other  writers, 
i.e.  a  condition  in  which  the  patient  sleeps  as  much,  or  even 
more  than  in  health,  and  yet  declares  that  he  has  never 
closed  his  eyes. 

PREGNANCY. 

Pregnancy  is  by  no  means  a  necessarily  fatal  complica- 
tion of  typhus  fever;  nor  do  pregnant  women  necessarily 
miscarry,  as  the  two  following  cases,  xvi.  and  xvn.,  prove. 

CASE  XVI. — Mary  Ann  Gr.,  aged  23,  a  stout,  well-made, 
married  woman,  was  received  into  the  London  Fever  Hospital, 
August  18,  1847,  on  the  9th  day  of  disease,  under  the  care  of  Dr. 
Tweedie.  Her  brother,  also  suffering  from  typhus  fever,  was 
admitted  with  her.  This  woman  was  between  seven  and  eight 
months  gone  with  child.  She  had  well-marked  severe  typhus 
fever.  The  mulberry  rash  was  copious  and  characteristic.  Her 
pulse  on  the  10th  day  of  disease  was  140,  and  on  the  12th  day 
150;  the  tongue  dry  and  brown,  and  the  spots  dark.  On  the 
15th  day  of  disease  the  pulse  had  fallen  to  100;  the  tongue  was 
moist,  and  the  spots  were  fading.  Vomiting  became  very  trouble- 
some during  convalescence.  She  left  the  hospital  in  the  early  part 
of  September. 

CASE  XVII. — Margaret    G.,   aged    36,   night   nurse   in   the 
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London  Fever  Hospital,  came  under  observation  on  the  6th  day  of 
disease,  March  2nd,  1849,  She  was  then  about  seven  months 
gone  with,  child;  she  had  severe  typhus  fever;  thus,  on  the  12th 
day  of  disease,  her  pulse  was  140;  her  mind  was  confused;  the 
mulberry  rash  was  dark  and  characteristic ;  from  this  time  she 
slowly  recovered.  Like  Case  xvi.  she  suffered  much  from  vomit- 
ing during  convalescence. 

This  woman  left  the  hospital  at  the  beginning  of  April ; 
went  her  full  time,  and  was  then  delivered  of  a  living  child. 
I  saw  her  about  two  months  after  her  confinement ;  she  said 
that  she  had  a  very  good  time.  The  child  I  saw;  it  was 
small,  and  did  not  look  very  healthy;  but  the  mother 
informed  me  it  was  strong,  and  it  appeared  to  her  to  be 
thriving.  This  woman  had  been  confined  to  her  bed  for  a 
fortnight  in  the  preceding  November,  i.e.  when  two  months 
advanced  in  the  same  pregnancy,  with  modified  small-pox. 
I  saw  her  daily  during  that  attack,  and  for  a  few  days  she 
was  exceedingly  ill ;  she  was,  moreover,  the  subject  of  rather 
extensive  valvular  disease  of  the  heart. 

DURATION. 

As  some  difference  exists  in  the  statements  of  writers 
respecting  the  duration  of  typhus  fever,  and  as  the  bearing 
of  the  question  on  the  non-identity  of  typhus  and  typhoid 
fever  is  of  importance,  I  shall  offer  a  few  remarks,  and  detail 
some  cases,  which  may  serve  to  illustrate,  in  a  measure,  the 
cause  of  this  discrepancy. 

The  analogy  between  typhus  fever  and  other  diseases, 
such  as  scarlet  fever  and  measles,  which  have  their  origin  in 
specific  causes,  and  are  accompanied  by  a  rash,  would  lead  us 
to  suppose  that  the  former,  like  the  latter,  might  possibly 
have  a  determinate  duration.  Experience  proves  that  it  has 
such  limited  duration.  It  is  invariably  an  acute  disease ; 
and  by  no  peculiarity  of  individual  or  external  conditions 
can  it  become  chronic. 

What  do  we  mean  by  the  duration  of  typhus  fever  ?  How 
is  that  duration  to  be  ascertained  ? 

In  determining  the  duration  of  those  specific  diseases 
with  which  typhus  fever  must  be  grouped,  i.e.  scarlet  fever 
and  measles,  observers  have  been  led  to  take  the  day  of  the 
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disappearance  of  the  rash  as  that  of  the  cessation  of  the  dis- 
ease, and  to  class  together  the  morbid  phenomena  which 
arise  subsequently  under  the  name  of  sequelae.  But  the 
primary  affections  may  have  local  diseases  of  serious  import, 
not  constituting  an  integral  part  of  themselves,  set  up  in 
their  progress.  These  local  diseases  are  called  complications. 
Now,  a  complication  may  be  very  severe  when  the  primary 
affection  is  of  little  moment,  and  may  continue,  or  even  in- 
crease in  severity,  after  the  primary  affection  has  run  its 
course.  The  patient  may  die  of  pneumonia  or  of  tuberculosis 
a  month  or  six  weeks  after  the  commencement  of  measles, 
there  having  been  no  cessation  in  the  severity  of  the  general 
febrile  symptoms  from  the  outset  of  the  illness. 

But  we  should  never  think  of  maintaining  that  the  measles 
continued  in  this  particular  case  for  six  weeks.  All  we  could 
affirm  would  be  that  the  local  complication  set  up  during  the 
progress  of  the  measles  continued  after  the  termination  of 
the  latter,  and  so  prolonged  the  illness.  Take  another  case, 
— one  of  rubeola  sine  catarrho,  or  a  very  mild  case  of  scarla- 
tina simplex ;  the  patient  suffers  more  or  less  general  distress ; 
an  eruption  appears,  and  he  forthwith  declares  that  he  has 
nothing  the  matter  with  him.  I  have  recently  seen  a  man, 
suffering  from  scarlatina,  with  difficulty  restrained  from  fol- 
lowing his  ordinary  employment,  and  a  physician  of  the  very 
highest  authority  on  the  subject  of  scarlet  fever  informed  me 
of  a  case  in  which  a  gentleman  applied  to  him  to  be  examined 
for  the  purpose  of  assuring  his  life,  and  who,  when  his  life 
was  refused  on  the  ground  that  he  was  at  that  moment  suf 
fering  from  scarlet  fever,  expressed  his  astonishment  at  the 
information,  stating  that  he  felt  perfectly  well.  A  physician 
would  consider  such  a  man  to  be  labouring  under  scarlet 
fever  till  the  rash  disappeared.  We  may  briefly  express  the 
matter  thus  : — So  long  as  the  eruption  continues,  the  disease 
of  which  it  is  the  diagnostic  character  exists.  The  disappear- 
ance of  the  rash,  in  uncomplicated  cases,  indicates  the  ter- 
mination of  the  specific  disease. 

There  are  two  very  opposite  circumstances  under  the 
influence  of  which  the  date  of  the  first  appearance  of  the 
eruption  is  changed,  and  its  duration  shortened. 

1st.  A  very  mild  attack  of  the  specific  disease. 
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2nd.  The  development  of  severe  local  complications  in  the 
course  of  the  specific  disease. 

The  normal  duration  of  the  eruption,  and  consequently  of 
the  disease,  of  the  existence  of  which  the  latter  is  the  index, 
is  only  to  be  determined  from  well-developed  uncomplicated 
cases. 

Corroborative  evidence  may  be  obtained  from  the  exami- 
nation after  death  of  fatal  cases  ;  thus,  if  a  person  dies  while 
suffering  from  scarlet  fever,  an  examination  after  death  may 
demonstrate  no  lesion  to  account  for  the  fatal  termination. 
We  consider  the  individual  to  have  died,  in  such  a  case,  from 
the  direct  action  of  the  poison  on  the  blood  or  nervous 
system ;  this  absence  of  local  lesion  experience  proves  only 
to  be  observed  in  cases  fatal  within  a  limited  period  from  the 
outset  of  the  illness  ;  if  the  patient  dies  after  that  period  has 
elapsed,  experience  proves  that  local  lesions  are  invariably 
found  sufficient  to  account  for  death. 

All  this  is  equally  true  of  typhus  fever. 

CASE  XVIII. — Sudden  headache — pain  in  the  limbs 
— rigors — loss  of  strength — epistaxis — mulberry  rash — quick 
pulse — bowels  regular — dry  brown  tongue — slight  somnolence 
— disappearance  of  the  eruption  on  the  14th  day  of  disease 
— recovery. 

Bartholomew  H.,  aged  17. — The  brother  of  J.  H.  (see  Case 
in.).  A  moderately  stout,  fair,  well-made  youth,  by  trade  a  baker, 
was  admitted  into  the  London  Fever  Hospital  under  the  care  of 
Dr.  Tweedie,  Nov.  3,  1848.  He  always  enjoyed  health  till  his 
present  illness,  but  had  been  subject  to  very  frequent  attacks  of 
epistaxis.  Having  passed  a  good  night,  Thursday,  October  26th, 
he  awoke  on  the  morning  of  the  27th  with  headache,  pain  in  the 
limbs,  slight  rigors,  and  sense  of  chilliness,  followed  by  heat  and 
sweating ;  the  rigors,  etc.,  were  repeated  frequently  up  to  the  date 
of  his  admission ;  his  bowels  acted  regularly  from  the  outset,  and 
there  was  no  vomiting.  He  had  taken  some  aperient  medicine 
before  he  entered  the  hospital ;  he  kept  his  bed  from  the  first  day ; 
his  nose  had  bled  two  or  three  times. 

The  following  note  of  his  condition  was  taken  November  4th, 
i.e.  the  ninth  day  of  disease  : — Severe  general  headache  ;  the  pain 
being  occasionally  of  a  shooting  character  :  little  sleep  ;  very  rest- 
less at  night ;  expression  heavy ;  mental  powers  dull ;  no  delirium ; 
muddy  hue  of  face;  no  flush;  some  dusky-red  mottling  of  the 
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face ;  pupils  normal ;  conjunctiva?  slightly  more  vascular  than 
natural ;  humming  noise  in  the  ears,  and  unpleasant  taste  in  the 
mouth ;  no  affection  of  vision ;  vertigo  in  the  erect  position.  He 
can  leave  his  bed  unassisted,  so  as  to  reach  a  close  stool  adjoining, 
but  with  considerable  difficulty  •  lips  dry ;  sordes  on  the  teeth  ; 
tongue  dry,  pale  brown  centre,  red  border ;  three  watery  stools  ; 
slight  tenderness  at  the  epigastrium  ;  no  fulness  nor  increased 
resonance  of  abdomen;  pulse  120;  no  abnormal  physical  chest 
signs  ;  no  cough ;  skin  hot,  dry,  spotted  ;  spots  numerous,  dusky 
pink,  irregular  in  shape ;  the  majority  with  ill-defined  outline  ; 
some  round  ;  the  large  majority  not  elevated  ;  fade  only  on  pres- 
sure ;  a  few,  slightly  elevated,  disappear  on  pressure ;  a  few  spots 
on  the  face ;  no  miliary  vesicles. 

The  spots,  which  on  admission  disappeared  on  pressure,  faded 
only  on  pressure  on  the  llth  day  of  disease;  the  eruption  grew 
more  dusky  in  hue  on  the  12th;  on  the  13th  it  was  unchanged  in 
character,  and  began  to  grow  paler  on  the  14th  day.  The  tongue 
continued  brown  and  dry  till  the  1 3th  day,  when  it  was  noted  to 
be  moist  and  loaded,  yet  there  was  a  little  desire  for  food  on  the 
12th  day.  The  pulse  gradually  fell  from  the  date  of  his  admission ; 
thus,  on  the  llth  and  12th  days  it  was  100  ;  on  the  13th  and  14th 
days,  96  ;  and  on  the  15th  day,  when  the  next  and  last  note  was 
taken,  it  was  only  72.  With  the  exception  of  mental  dulness, 
some  want  of  sleep  till  the  1 1  th  day,  and  then  trifling  somnolence 
for  twenty-four  hours,  there  were  no  symptoms  referable  to  the 
head. 

The  epistaxis  had  probably  no  relation  to  the  fever,  as 
the  lad  frequently  suffered  when  in  ordinary  health  from 
bleeding  from  the  nose. 

The  youth  who  formed  the  subject  of  this  case  was  the 
brother  of  J.  H.  (see  Case  in.).  The  identity  of  the  eruption 
in  the  two  is  obvious.  They  both  had  well-marked  mulberry 
rash  ;  the  disease  in  both  was  tolerably  severe  and  uncompli- 
cated ;  its  duration  was  nearly  the  same  in  the  two  cases,  viz. 
thirteen  and  fourteen  days.  These  two  brothers  had  probably 
been  exposed  to  the  same  specific  cause. 

CASE  XIX. — Sudden  headache,  vertigo,  and  sense  of 
weakness — trifling  rigors — confined  bowels — mulberry  rash — 
quick  pulse — loss  of  sleep — fall  in  the  pulse — delirium — som- 
nolence— recovery. 

John  M.,  aged  24,  a  man  of  sober  habits,  who  before  his  present 
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attack  had  suffered  much  from  want,  slept  in  union-house,  etc.,  by 
trade  a  type-founder,  was  admitted  into  the  London  Fever  Hos- 
pital under  the  care  of  Dr.  Tweedie,  May  8th,  1848.  His  previous 
health  had  been,  with  the  exception  of  occasional  catarrhs,  good. 
On  2nd  of  May  he  was  seized  with  a  sense  of  general  weakness, 
frontal  headache,  and  vertigo.  On  the  5th  he  took  to  his  bed  in 
consequence  of  increased  sense  of  weakness;  slight  shivering 
occurred  on  the  6th  and  7th.  He  lost  his  appetite,  suffered  from 
thirst  and  confined  bowels  from  the  outset. 

On  the  9th  of  May,  i.e.  the  8th  day  of  disease,  the  following 
particulars  were  noted  : — He  slept  well  last  night ;  there  is  no 
headache ;  slight  heaviness  of  expression  ;  injection  of  conjunctivas ; 
occasional  singing  in  the  ears ;  other  senses  normal ;  mind  un- 
affected. 

Though  weak,  he  is  able  to  leave  his  bed  to  reach  the  close 
stool  without  assistance ;  movements  and  position  in  bed  uncon- 
strained. 

Tongue  moist,  furred  posteriorly ;  no  appetite ;  some  thirst ; 
five  stools ;  some  gurgling  in  the  right  iliac  fossa ;  no  abnormal 
fulness  nor  tenderness  of  the  abdomen. 

Pulse  108  ;  heart  and  breath  sounds  healthy. 

Skin  hot  and  dry ;  trunk  and  extremities  covered  with  erup- 
tion ;  the  spots  are  irregular  in  outline,  of  a  dusky  red  colour, 
darker  on  the  posterior  surface  of  the  trunk  than  on  the  anterior ; 
some  fade  only,  others  disappear  on  pressure ;  no  sudamina. 

During  the  night  he  became  very  delirious,  left  his  bed  several 
times  to  wander  about ;  had  no  sleep.  On  the  following  day  he 
was  still  delirious ;  his  conjunctivse  were  injected,  and  he  com- 
plained spontaneously  of  headache.  The  tongue,  though  moist, 
was  brown ;  his  bowels  acted  twice,  and  he  vomited  frequently  and 
copiously  some  green  fluid ;  there  was  no  tenderness  of  the 
abdomen;  the  pulse  was  120;  the  eruption  little  changed  in 
appearance.  His  head  was  now  shaved,  and  cold  applied.  Some 
simple  saline  effervescing  mixture,  with  four  drops  of  hydrocyanic 
acid  was  administered  every  six  hours,  and  4  oz.  of  wine  ordered 
to  be  given  in  divided  doses  during  the  succeeding  24  hours. 

On  the  next  day,  that  is,  the  10th  of  disease,  he  was  reported 
to  have  slept  some  hours  at  the  early  part  of  the  evening.  After 
waking,  he  attempted  frequently  to  quit  his  bed.  He  was  delirious 
at  the  time  of  the  visit.  He  asserted  that  he  had  no  headache. 
His  conjunctivas  were  still  injected.  The  vomiting  ceased  the 
evening  before  ;  in  other  respects  he  was  as  on  the  9th  day ;  the 
spots,  which  disappeared  on  pressure  when  he  first  came  under 
observation,  now  only  faded ;  that  is,  grew  paler  on  pressure.  On 
the  llth  day  somnolence  commenced.  He  was  still  delirious  when 
awake,  but  made  no  effort  to  leave  his  bed.  On  the  12th  day  his 
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state  was  nearly  the  same;  the  pulse  continued  120  and  weak  ; 
the  wine  was  increased  to  6  oz.  in  the  24  hours. 

From  this  time  his  pulse  began  to  fall.  On  the  1 3th  day  it 
was  108  ;  the  14th,  100  ;  the  15th,  84  ;  the  16th,  80  ;  18th,  66  ; 
20th,  60.  His  tongue  became  moist  on  the  19th  day;  the  bowels 
were  regular  or  confined.  On  the  16th  day  there  was  slight  deaf- 
ness. The  spots  were  much  paler  on  the  1 7th  day  than  they  had 
been  before  that  date.  Delirium  continued  till  the  1 9th  day ;  the 
somnolence,  which  had  disappeared,  increased  on  the  18th  day  ; 
and  on  the  19th  he  slept  almost  constantly  night  and  day.  His 
appetite  began  to  return  on  the  21st  day,  and  at  the  same  time 
his  pulse  rose  to  72. 

This  was  a  well-marked  case  of  rather  severe  typhus  fever. 
Some  of  the  spots  still  disappeared  on  pressure,  when  J.  M. 
was  first  seen,  i.e.  on  the  9th  day  of  disease ;  but,  in  the  course 
of  the  disease,  they  passed  into  what  I  have  previously  de- 
scribed as  their  second  stage.  They  began  to  grow  paler  on 
the  18th  day  of  disease.  There  were  two  symptoms,  usually 
termed  '  head  symptoms,'  present  in  this  case,  which  call  for 
remark. 

1st.  The  continuance  of  the  headache  complained  of 
spontaneously,  after  the  commencement  of  delirium.  This 
combination  of  symptoms  is  generally  of  very  important  and 
grave  import,  indicative  of  increased  vascular  action  within 
the  cranium.  It  serves  to  separate  meningitis  from  fever 
with  symptomatic  headache.  In  this  case,  however,  the  con- 
tinuance of  the  headache  appeared  to  be  sympathetic,  or 
dependent  on  the  state  of  the  stomach  and  liver.  It 
disappeared  when  the  vomiting  ceased.  The  cessation  of 
the  vomiting,  and  the  consequent  disappearance  of  the 
headache,  was  probably  due  rather  to  the  wine  than  to  the 
hydrocyanic  acid.  Vomiting  in  typhus  fever,  unaccompanied 
by  tenderness  at  the  epigastrium,  often  ceases  at  once  on  the 
administration  of  stimulants.  Louis,  speaking  of  headache 
in  typhoid  fever,  says  that  its  cessation,  when  delirium  or 
somnolence  supervened,  could  not  be  attributed,  in  all  cases, 
to  the  imperfect  perception  of  the  patients,  because  they  often 
complained  of  pain  in  other  parts  of  the  body  when  they 
declared  they  had  no  headache.  This  is  also  true  of  typhus 
fever,  and,  I  may  remark,  that,  on  the  first  commencement  of 
the  delirium,  the  patient,  while  declaring  he  had  at  that 
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moment  no  pain  in  the  head,  will  add,  but  '  I  have  had  ter- 
rible headache.'  The  truth  of  Louis's  remark  is  confirmed 
by  the  fact  that  in  meningitis  the  patient  will  complain 
bitterly  of  headache  while  talking  in  other  respects  most 
incoherently. 

2nd.  The  continuance  of  the  delirium  after  the  fall  in  the 
pulse,  and  general  improvement  in  other  respects.  This 
symptom  is  not  a  very  frequent  one.  When  present  the 
delirium  generally  disappears  after  a  profound  sleep.  Like 
some  of  the  cases  previously  detailed,  this  man  became  deaf 
about  the  termination  of  the  second  week. 

CASE  XX. — Trifling  sense  of  illness  for  a  fortnight — 
sudden  debility — rigors  on  5th  day — headache — disturbance 
of  mental  functions,  at  first  confusion  only,  then  delirium — 
mulberry-rash  on  7th  day  —  somnolence  —  heaviness  of 
expression — muddy  hue  of  face — tongue  dry,  brown,  and 
finally  black — confined  bowels — fulness  and  tenderness  of 
abdomen — rapid  pulse — extreme  prostration — death  on  the 
20th  day — non-granular  consolidation  of  the  most  depending 
part  of  the  lungs — increased  vascularity  of  the  lining  mem- 
brane of  the  urinary  bladder — other  organs  normal. 

Mary  H.,  aged  44.  A  stout,  dark-complexioned  woman ;  a 
widow,  the  mother  of  three  children,  the  youngest  12  years 
old,  all  living.  Her  mother  died  when  very  young ;  her  father 
aged  70  '  of  old  age ;'  a  native  of  London ;  of  sober  habits ;  night- 
nurse  at  the  London  Fever  Hospital. 

Previous  Health. — She  stated  that,  although  not  very  strong, 
she  generally  enjoyed  health ;  ceased  to  menstruate  at  forty-two. 
She  was  once,  many  years  since,  confined  to  her  bed,  in  consequence 
of  an  injury  to  her  back,  and  once  since  that  time  from  '  lumbago.' 
The  other  nurses  stated,  that  she  had,  during  her  residence  in  the 
Hospital,  frequently  complained  of  pain  in  the  back,  and  was  in 
the  habit  of  sleeping  with  a  pillow  under  her  loins.  Seven  years 
since  was  cupped  in  consequence  of  headache,  to  which  she  is 
subject.  She  suffers  more  or  less  constantly  from  cough,  accom- 
panied with  expectoration. 

Present  Attack. — On  the  evening  of  August  22,  1849,  she  was 
exposed  to  wet ;  from  that  time  she  felt  slightly  unwell,  though 
unable  to  state  any  particular  symptoms.  He"r  bowels  were  regular, 
and  she  had  no  headache.  On  Monday,  September  6,  she  felt  deci- 
dedly worse,  and  during  the  night  was  too  ill  to  assist  the  patients 
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even  to  a  little  water,  although  she  still  sat  up.  At  this  time  she 
had  neither  headache,  vertigo,  singing  in  the  ears,  nor  epistaxis, 
her  bowels  were  confined.  On  September  7th  she  took  to  her  bed, 
on  the  8th  had  an  emetic  of  ipecacuanha,  which  produced  copious 
vomiting  of  bitter  fluid,  and  acted  on  her  bowels.  On  the  llth 
she  had  some  rigors,  for  the  first  time.  In  addition  to  the  emetic, 
she  had  taken  before  I  saw  her,  some  simple  saline  effervescing 
mixture,  i.e.  sodse  sesquicarb.  and  acid.  tart.  When  she  came 
under  observation,  September  12th,  i.e.  the  seventh  day  of  disease, 
the  symptoms  were  as  follows : — Decumbency  dorsal,  unconstrained  ; 
twice  during  the  night  of  the  llth  she  left  her  bed  unassisted,  but 
was,  at  the  time  these  notes  were  taken,  quite  unable  to  assist 
herself  on  to  the  close  stool,  or  even  to  sit  up  in  bed  unsupported. 
There  had  been  no  delirium,  and  she  answered  questions  rationally, 
but  her  memory  was  rather  defective,  and  her  mind  generally 
rather  dull.  She  had  had  some  sleep  the  preceding  night, 
undisturbed  by  dreams.  There  was  a  little  frontal  headache ;  the 
conjunctivas  were  slightly  injected,  the  pupils  normal  in  appearance  ; 
there  was  no  deafness,  singing  in  the  ears,  nor  vertigo ;  the  cheeks 
were  flushed ;  the  expression  was  slightly  anxious ;  the  tongue, 
dry  and  cracked  in  the  centre,  was  moist  at  the  edges ;  the 
abdomen  was  full  and  resonant,  there  was  no  tenderness  nor 
gurgling ;  there  had  been  two  or  three  relaxed  stools  during  the 
preceding  twenty-four  hours,  from  a  dose  of  castor  oil ;  there  was 
no  appetite,  some  thirst. 

The  pulse  was  110,  and  possessed  some  power ;  the  respiration 
was  40  in  the  minute,  quick  and  short ;  there  was  a  little  cough, 
and  some  sonorous  and  sibilous  rales  over  the  whole  chest ;  the  per- 
cussion note  was  normal,  and  there  were  no  abnormal  heart  sounds. 

The  skin  was  hot,  dry,  and  spotted ;  the  spots  were  rather 
numerous,  of  a  dull  pink  hue ;  on  the  abdomen  and  chest  were 
many,  a  fourth  of  an  inch  in  diameter,  slightly  elevated,  but  flat 
on  the  surface ;  their  shape  was  somewhat  irregular ;  they  were 
effaceable  on  pressure,  but  resumed  their  previous  appearance  when 
the  pressure  was  removed ;  on  the  arais  were  some  very  small, 
half  a  line  in  diameter,  and  not  elevated ;  there  was  no  eruption 
to  be  seen  yesterday. 

On  the  9th  day  of  disease,  the  slight  anxiety  in  the  expression, 
observable  on  the  7th,  had  disappeared,  and  was  replaced  by  a 
dull,  heavy  aspect.  The  conjunctivas  were  still  more  injected,  and 
the  eruption,  which  disappeared  under  the  finger  on  the  7th  day,  now 
only  faded  on  pressure ;  that  is  to  say,  the  spots  grew  paler,  but 
could  not  be  effaced ;  5  grains  of  sesquicarbonate  of  ammonia 
every  six  hours  were  substituted  for  the  tartrate  of  soda.  In  the 
evening  she  became  very  delirious,  and  continued  so  at  intervals 
till  the  termination  of  the  disease.  On  the  10^  day  the  headache 
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had  disappeared,  nor  did  it  return ;  the  flush  of  the  cheeks  was 
purplish.  The  debility  was  so  great  that  she  could  not  turn  in 
bed,  and  had  to  be  lifted  out  when  the  bed  was  made.  On  the 
parieties  of  the  abdomen  were  two  bright  purple  spots,  round,  not 
elevated,  and  unaffected  by  pressure,  i.e.  petechise.  The  pulse  was 
now  130;  the  bowels  relaxed,  i.e.  three  or  four  relaxed  stools 
were  passed  daily.  On  the  llth  day  somnolence  commenced,  and 
for  the  first  time  there  was  slight  tenderness  of  the  abdomen,  and 
the  following  note  respecting  the  spots  was  made  : — '  The  centres 
of  some  spots  are  unaffected  by  pressure  the  circumferences  of 
which  fade,  i.e.  grow  paler  on  pressure.  Other  spots  are  less 
affected  by  pressure  than  before.'  On  the  next  day  the  urine  and 
stools  were  passed  into  bed  unconsciously.  The  prostration 
became  extreme ;  her  conjunctivae  still  more  injected ;  she  dozed 
almost  constantly ;  the  dusky  or  muddy  hue  of  the  face  grew  daily 
more  intense ;  the  tenderness  of  the  abdomen  more  decided,  and 
especially  marked  in  the  hypogastric  region.  From  the  16th  day 
of  disease  till  her  death  on  the  20th  day  the  urine  had  to  be 
removed  by  catheter ;  its  quantity  varied  from  two  to  three  pints 
daily ;  it  was  acid,  and  contained  a  few  crystals  of  uric  acid ;  its 
specific  gravity  was  1'016. 

On  the  1 6th  day  she  lay  on  her  back  immovable,  constantly  sleep- 
ing (when  roused,  she  said  that  she  felt  much  better) ;  her  mouth 
open ;  cheeks  sunken  ;  tongue  dry,  baked,  black ;  her  bowels  were 
confined,  and  she  took  3  drs.  of  castor-oil.  On  the  18th  day  there 
was  muttering  delirium  when  aroused,  and  she  generally  lay  in  a 
semi-comatose  state.  The  pulse  had  risen  to  150,  and  was  very 
feeble.  There  was  abundant  mucous  rale  over  the  anterior  surface 
of  the  chest.  She  was  too  prostrate  to  be  raised  for  the  purpose 
of  examining  the  back. 

She  died  on  the  20th  day  of  the  disease. 

4  oz.  of  wine  were  given  on  the  llth  day  and  increased  to 
6  oz.  on  the  14th  day.  A  pint  of  porter  was  added  on  the  15th 
day.  On  the  16th,  2  pints  of  porter,  8  oz.  of  wine,  and  1  oz.  of 
brandy  were  administered. 

The  examination  of  the  body  of  M.  H.  was  made  50|  hours 
after  death ;  the  weather  was  cool ;  cadaveric  rigidity  was  well 
marked ;  there  was  no  appearance  of  decomposition,  and  no 
emaciation.  There  was  1 J  inches  of  fat  on  the  abdominal  parietes. 
On  the  anterior  surface  of  the  trunk,  the  spots  marked  during 
life  by  ink,  to  indicate  that  they  faded  or  grew  paler,  without 
being  obliterated  on  pressure,  were  still  visible  as  pale  reddish- 
brown  stains ;  of  those  marked  in  such  a  manner  as  to  indicate 
that  the  circumference  faded,  while  the  centre  was  unaffected  by 
pressure,  the  latter  part  retained  the  appearance  it  presented 
during  life ;  the  former  resembled  the  pale  reddish-brown  stains 
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above  described ;  while  the  spots  which  during  life  were  entirely 
unaffected  by  pressure,  i.e.  the  petechiae,  preserved  the  characters 
described  as  belonging  to  them  before  death.  The  traces  of  the 
spots  were  much  more  distinct  on  the  inferior  than  the  superior 
portion  of  the  lateral  regions  of  the  trunk ;  while  on  the  back  they 
were  of  a  deep  purple  colour. 

Head. — There  was  a  little  colourless  serosity  at  the  base  of  the 
brain,  and  in  the  lateral  ventricles ;  slight  congestion  of  the  vessels 
of  the  pia  mater ;  and  a  few  more  red  points  than  usual  in  the 
white  substance.  The  consistence  of  the  organ  was  normal 
throughout. 

The  larynx  and  trachea  were  healthy  in  all  particulars. 

Eight  lung. — There  were  no  adhesions  and  no  fluid  in  the  pleura. 
The  most  depending  part  of  the  posterior  portion  of  the  organ  was 
dark  red,  flabby  ;  contained  much  thick  dark  bloody  serosity,  and 
little  air ;  sank  in  water ;  broke  down  rather  too  readily  under  the 
finger.  This  abnormal  condition  extended  about  1  inch  into  the 
substance  of  the  lung. 

Left  lung. — The  pulmonary  and  costal  pleura  were  firmly 
united  throughout  their  whole  extent  by  old  adhesions.  The 
morbid  appearances  resembled  those  described  in  the  opposite 
lung,  but  were  rather  more  extensive. 

The  bronchial  tubes  contained  much  frothy  mucus,  and  their 
lining  membrane  was  rather  more  vascular  than  usual. 

The  pericardium,  which  contained  about  1  oz.  of  transparent 
yellow  serosity,  was  healthy. 

The  heart  was  somewhat  flabby,  but  otherwise  normal.  It 
contained  a  little  semi-fluid  dark  blood,  frothy  from  the  admixture 
of  air,  probably  introduced  in  the  act  of  opening  the  organ ;  large 
dark  coagula  in  both  auricles  and  in  the  large  veins  at  the  root  of 
the  heart,  and  large  fibrinous  coagula  extending  from  the  ventricles 
into  the  aorta  and  pulmonary  artery.  The  descending  aorta  con- 
tained much  fluid  and  dark  semi-coagulated  blood. 

The  pharynx  and  cesophagus  were  healthy. 

The  stomach  was  normal  in  all  particulars,  excepting  some 
minute  injection  of  the  cardiac  extremity.  The  large  and  small 
intestines  contained  much  flatus.  Their  mucous  membrane  was 
pale  throughout ;  its  consistence  and  thickness  being  perfectly 
natural.  Peyer's  patches  were  found  with  difficulty. 

There  was  no  enlargement  of  the  mesenteric  glands. 

The  liver  was  flabby,  and  somewhat  softer  than  natural ; 
otherwise  normal. 

The  gall-bladder  contained  from  2  to  3  oz.  of  pale  thin  bile,  and 
a  large  number  of  small  gall-stones  (cholesterine  with  nuclei  of 
inspissated  bile) ;  its  lining  membrane  was  normal. 

Pancreas  healthy. 
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The  spleen  weighed  only  5f  oz.  It  was  flabby,  but  did  not 
break  down  with  abnormal  facility ;  its  colour  was  natural. 

The  kidneys  were  large  but  healthy. 

Urinary  bladder. — There  was  minute  capillary  injection  of  the 
whole  lining  of  this  organ,  especially  intense  on  its  anterior 
surface. 

The  uterus  and  ovaries  were  not  removed ;  they  appeared  as 
seen  in  situ  healthy. 

The  reader's  attention  is  especially  directed  to  the  progress 
of  the  spots  in  this  case ;  their  three  stages :  the  continuance 
of  the  same  spot,  from  its  first  appearance  till  the  termination 
of  the  disease  in  death ;  and,  finally,  the  persistence  of  the 
spots  after  death.  In  order  to  direct  attention  to  the  same 
spot  during  its  varying  phases  before  and  after  death,  a  circle 
of  ink  thus  Q  was  placed  around  several  when  first  seen,  i.e. 
when  they  disappeared  on  pressure ;  this  mark  was  changed 
into  a  diamond  thus  <£>  when  the  spots  faded  only  on  pres- 
sure; this  diamond  was  surrounded  by  a  square,  thus  [<3 
when  the  centre  was  unaffected  by  pressure,  and  the  circum- 
ference faded ;  while  a  simple  square,  thus  D  indicated  the 
spots  unaffected  by  pressure.  Without  some  such  contrivance 
it  is  impossible  to  feel  confident,  that  the  same  spot  is 
observed  on  succeeding  days,  or  that  particular  spots  persist 
after  death.  The  tenderness  of  the  hypogastric  region  was 
explained  by  the  condition  of  the  bladder.  The  abnormal 
vascularity  of  that  organ  could  not  have  been  due  to  the 
retention  of  urine,  because  that  symptom  did  not  appear  till 
the  15th  or  16th  day  of  disease,  while  the  tenderness  was  first 
noted  on  the  llth  day.  The  urine,  it  may  be  remarked,  was, 
as  it  usually  is  in  typhus  fever,  quite  as  abundant  as  in 
health,  and  acid.  Its  specific  gravity  was  rather,  but  not 
abnormally,  low.  The  presence  of  a  deposit  of  uric  acid  is 
worthy  of  note.  The  sonorous  and  sibilous  rales  were 
probably  proper  to  the  chronic  bronchitis  from  which  this 
woman  appeared  to  have  suffered  before  her  attack  of  fever. 
Peyer's  patches  and  the  mesenteric  glands  were,  as  they 
always  are  in  fever  accompanied  by  the  mulberry  rash, 
perfectly  healthy,  and  the  whole  gastro-intestinal  mucous 
membrane  in  a  state  that  completely  excluded  the  idea  of 
this  having  been,  in  any  sense  of  the  word,  a  case  of  gastro- 
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enteritis.  It  is  not  usual  for  the  cadaveric  rigidity  to  be  well 
marked  so  many  hours  after  death  from  typhus  fever. 

The  lesion  of  the  lungs  was  that  which  is  so  frequently 
found  after  death  from  typhus  fever,  i.e.  non-granular  con- 
solidation of  their  most  depending  parts.  That  accidental 
position  is  the  determining  cause  of  the  consolidation  appears 
to  be  proved  by  the  fact,  that  the  solidification,  unless  it 
involves  some  depth  of  the  pulmonary  tissue,  is  limited  to 
the  most  depending  part  of  the  inferior  lobe ;  the  extreme 
apex,  base,  and  root  of  the  lung  still  remaining  crepitant ;  i.e. 
the  consolidated  part  lies  in  the  hollow  formed  by  the  fourth, 
fifth,  and  sixth  ribs,  between  their  tubercles  and  angles ;  that 
it  is  not  due  to  cadaveric  congestion  is  proved  by  the 
frequency  with  which  physical  signs  indicative  of  its  existence 
can  be  detected  during  life. 

Death  in  this  case  could  not  be  ascribed  to  the  condition 
of  the  lungs ;  the  lesion  of  those  organs  was  too  slight,  and  of 
too  small  an  extent,  to  account  for  the  fatal  termination. 
In  fact,  there  was  no  lesion  revealed  by  the  scalpel  which 
could  be  regarded  as  the  cause  of  death.  It  is  not  common 
for  patients  to  survive  till  the  20th  day  of  typhus  fever,  and 
then  exhibit  so  little  local  morbid  change  after  death. 

The  lengthened  duration  of  the  disease,  conjoined  with 
the  total  absence  of  anything  approaching  to  a  lesion  of 
Peyer's  patches  is  important,  for  certain  German  writers 
have  asserted,  that  the  cause  of  Peyer's  patches  being 
unaffected  in  typhus  fever  with  exanthematous  rash,  is  the 
early  period  of  the  disease  at  which  such  cases  prove  fatal — 
signifying  that  time  sufficient  for  the  deposit  in  those  organs 
does  not  elapse  between  the  commencement  of  the  disease 
and  death.  Now,  as  I  have  said,  this  case  did  not  prove  fatal 
till  the  20th  day  of  disease  (Cases  v.,  vui.,  and  xxi. 
survived  the  20th  day),  and  there  was  no  deposit  in  the 
glands,  while  I  shall  have  hereafter  to  refer  to  a  case  of 
typhoid  fever  in  which  the  deposit  was  very  abundant  on  the 
fourth  day  of  disease,  and  others  which  proved  fatal,  with 
very  extensive  ulceration,  long  before  the  termination  of  the 
third  week.  These  cases  in  conjunction  with  the  one  I  am 
here  considering,  and  Cases  v.,  vui.,  and  XXL,  which 
survived  the  20th  day  of  disease,  appear  to  me  conclusive 


234  TYPHUS  FEVER 

against  the  argument  adduced  in  support  of  the  identity  ol 
typhus  and  typhoid  fevers,  founded  on  the  assumption  that 
nature  does  not  allow  tune  enough  before  death  for  the 
deposit  to  take  place  in  the  agminated  and  mesenteric  glands 
in  the  latter  disease. 

CASE  XXI. — Imperfect  history — delirium — prostration — 
deafness — loss  of  sleep — absence  of  abdominal  signs — quick 
pulse — mulberry  rash — erysipelatous  inflammation  of  nose, 
pharynx,  and  larynx — dulness  of  right  side  of  chest — friction 
right  pleura — brain  healthy — slough  on  arytseno-epiglottidean 
fold — post  pharyngeal  diffused  abscess — fluid  and  recent 
lymph  in  right  pleura — consolidation  right  lung — no  lesion 
of  gastro-enteric  membrane. 

Mary  W.,  aged  42,  a  native  of  London,  mother  of  several 
children  :  the  wife  of  George  W.  (Case  II.),  and  received  into  the 
hospital  at  the  same  time. 

A  thin  woman,  with  light  hair  and  eyes  and  dark  complexion. 
She  states  that  she  has  often  been  ill  before  the  present  attack, — 
the  nature  and  severity  of  the' illnesses  were  not  ascertained.  Never 
had  rheumatism  nor  fever ;  not  subject  to  cough.  Affirms  that 
her  habits  are  temperate. 

Present  illness  began  on  or  about  August  2nd.  Her  bowels  had 
been  regular  from  the  first ;  she  had  been  very  delirious  some  days 
before  her  admission.  Her  husband,  from  whom  the  above  parti- 
culars were  obtained,  assured  me  that  *  it  all  lay  in  the  head.'  No 
further  history  could  be  learned.  On  her  admission  under  the 
care  of  Dr.  Tweedie,  the  following  notes  were  made  : — 

August  10th,  i.e.  about  the  15th  day  of  disease,  she  was  very 
delirious  and  slept  but  little  during  the  night ;  the  little  sleep  she 
had  was  disturbed  and  she  moaned  much.  Has  not  closed  her 
eyes  to-day ;  the  mind  is  now  dull  and  confused,  the  memory  very 
defective,  the  expression  heavy  and  dull,  the  complexion  thick; 
there  is  much  vertigo,  but  no  headache  as  she  lies  quiet ;  but  when 
disturbed,  as  by  loud  talking,  she  suffers  pain  in  the  head.  She 
occasionally  grinds  her  teeth  and  knits  her  brow.  She  is  slightly 
deaf,  and  affirms  that  she  has  a  '  stupid  '  noise  in  her  ears ;  the 
conjunctivse  are  scarcely  more  injected  than  natural,  the  pupils 
normal.  The  nurse  states  that,  occasionally,  the  whole  face  is 
covered  with  a  dusky  flush.  She  lies  ordinarily  on  her  back,  but 
can  turn  in  bed  unassisted,  though  she  is  unable  to  leave  it 
without  aid.  The  tongue  is  pale  brown  and  dry  :  she  has  passed 
two  stools  into  the  close  pan  and  one  into  bed ;  much  thirst ;  no 
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appetite.  There  is  neither  fulness,  resonance,  tenderness,  nor 
gurgling  of  the  abdomen.  The  pulse  is  108 — very  weak  ;  the 
respirations  28  ;  trifling  cough.  There  is  a  little  sonorous  rale  on 
deep  inspiration. 

The  surface  is  cool,  the  hands  cold,  the  feet  warm  since  a  hot 
bottle  has  been  applied  to  them.  The  skin  is  spotted ;  the  spots 
are  dusky  red,  not  elevated,  fade  on  pressure ;  more  abundant  and 
darker  on  the  posterior  than  the  anterior  surface  of  the  trunk ; 
the  subcuticular  rash  is  very  pale  anteriorly  ;  the  whole  dorsum 
has  a  somewhat  purplish  hue  from  congestion.  Mist.  am.  acet.  6ta 
q.q.  hora ;  vin.  alb.  oi.  4ta  q.q.  hora. 

The  following  day  somnolence  set  in,  and  continued,  with  the 
exception  of  the  night  of  the  1 8th  day,  when  she  was  very  deliri- 
ous, singing,  etc.,  till  the  20th  day,  when  she  was  much  more 
intelligent  and  wakeful.  The  prostration  increased  rapidly  from 
her  entrance,  so  that  on  the  next,  i.e.  16th  day  of  disease,  she  lay 
constantly  on  her  back,  was  quite  unable  to  turn  in  bed,  and  per- 
mitted her  limbs  to  lie  as  they  were  placed.  The  stools  and  urine 
were,  at  the  same  time,  passed  into  the  bed  unconsciously.  On  the 
17th  day,  when  told  to  show  her  tongue,  she  opened  her  mouth, 
but  made  no  effort  to  protrude  the  organ.  The  bowels  continued 
relaxed  till  the  20th  day,  from  three  to  five  dark  liquid  stools  being 
passed  daily.  Some  redness  at  the  bottom  of  the  spine  was  noted 
on  the  18th  day. 

On  the  20th  day  the  pulse,  which  had  never  exceeded  108,  fell 
to  96,  the  spots  had  almost  disappeared,  and  she  appeared  on  the 
verge  of  convalescence;  but  on  the  21st  day  erysipelas  set  in, 
affecting  the  tip  of  the  nose,  but  chiefly  the  pharynx  and  larynx. 

The  following  note  was  then  made: — Pulse,  120,  very  soft; 
nose  slightly  red,  and  swollen  at  the  tip ;  makes  a  noise  in  the 
nose  in  breathing ;  no  cough ;  expiration  prolonged ;  respiration, 
30 ;  a  little  tenderness  of  the  larynx ;  no  swelling  of  the  throat 
externally ;  swallows  with  difficulty,  some  fluid  returns  back  into 
the  glass ;  uvula,  velum  pend.  palat.  and  pharynx  very  red.  Tongue 
only  partially  and  slowly  protruded,  red,  dry,  and  glazed ;  one 
copious  stool  in  close  pan. 

On  the  morning  of  the  23rd  day  she  appeared  in  every  respect 
better  :  the  pulse  had  fallen  to  100  ;  the  expression  was  improved ; 
she  swallowed  with  much  less  difficulty ;  the  tongue  was  more 
freely  protruded  ;  all  redness  of  nose  and  tenderness  of  larynx  had 
disappeared ;  but  there  was  a  little  vomiting  of  yellowish  fluid. 
On  the  evening  of  the  same  day  the  breathing  again  became  noisy ; 
a  mustard  poultice  was  applied  to  the  throat. 

On  the  24th  day,  at  noon,  the  pulse  had  risen  to  126  ;  the 
breathing  was  noisy  and  laryngeal ;  expiration  prolonged ;  the 
voice  whispering  and  guttural,  and  there  was  tenderness,  on  firm 
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pressure,  over  the  larynx ;  the  tonsils,  uvula,  and  velum  were  red, 
swollen,  and  covered  with  mucus ;  fluids  remained  some  time  in 
the  mouth,  and  then  were  swallowed  with  difficulty. 

I  did  not  see  her  on  the  25th,  26th,  and  27th  days ;  but  there 
appears,  from  the  hospital  records,  to  have  been  little  change  in  the 
general  or  local  state. 

On  the  morning  of  the  28th  day  of  disease,  I  made  the  follow- 
ing notes : — 

Pulse  very  rapid  and  weak,  more  than  150;  respiration  44, 
chiefly  abdominal,  the  right  side  of  the  abdomen  moving  much 
more  than  the  left.  There  is  absolute  dulness  to  about  two  inches 
above  the  angle  of  the  right  scapula ;  comparative  dulness  to  the 
spine  of  the  same  bone  ;  no  breath  sound,  and  diminished  vocal 
fremitus  over  the  absolutely  dull  portion  ;  above  that,  friction  and 
slightly  increased  vocal  fremitus,  anteriorly  dulness  to  upper 
border  of  third  rib,  excepting  about  a  hand's-breadth  next  sternum ; 
some  friction  over  the  same  part ;  no  obliteration  of  the  inter- 
costal spaces ;  the  laryngeal  symptoms  had  disappeared ;  there  was 
trifling  cough ;  the  conjunctivas  were  pale,  the  pupils  large ;  there 
was  occasional  delirium ;  profuse  sweats  broke  out  about  8  P.M., 
and  continued  till  death  at  a  quarter  to  4  A.M.,  on  the  29th  day  of 
disease.  During  the  last  twenty-four  hours  she  did  not  speak. 
For  two  hours  before  death,  she  rolled  her  head  from  side  to  side. 
There  was  no  other  struggle  or  convulsive  movement. 

On  the  18th  day  3  oz.  of  gin  were  given,  in  addition  to  the 
wine  ordered  on  the  16th  day,  and  carbonate  of  ammonia,  in  five- 
grain  doses,  substituted  for  the  acetate.  A  blister  was  applied  at 
the  same  time  to  the  forehead.  On  the  25th  day,  1  grain  of 
disulphate  of  quinine  was  given,  instead  of  the  carbonate  of 
ammonia,  and  the  quantity  of  wine  was  reduced  to  4  oz.,  and  the 
gin  increased  to  4  oz. 

Examination,  August  31st,  1849,  of  the  body  of  Mary  W.,  19£ 
hours  after  death. 

Some  Emaciation. — Cadaveric  rigidity  well  marked.  Numerous 
miliary  vesicles  along  the  sides  of  the  trunk ;  a  few  on  the  anterior 
surface.  No  discoloration  in  the  course  of  the  veins.  Very  little 
congestion  of  the  posterior  surface  of  the  body. 

Head. — The  dura  mater  was  somewhat  thicker  than  usual. 
There  was  no  marked  increase  in  the  vascularity  of  the  pia  mater. 
The  membranes  separated  from  the  surface  of  the  convolutions 
with  normal  facility.  There  was  very  little  serosity  in  the  meshes 
of  the  pia  mater.  The  plexus  choroides  was  pale.  About  |  oz. 
of  transparent  serosity  was  found  at  the  base  of  the  brain. 
The  substance  of  the  encephalon  and  the  central  parts  of  the  brain 
were  of  normal  consistence. 

The  tongue  was  dry  and  brown.     Much  purulent-looking  fluid 
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was  infiltrated  between  the  muscles  as  far  as  the  left  great  cornu 
of  the  os  hyoides  and  thyrohyoid  membrane.  Numerous  minute 
collections  of  a  fluid,  resembling  pus  to  the  unassisted  eye,  were 
found  beneath  the  lining  membrane  of  the  pharynx.  A  slough  about 
f  inch  in  length,  and  \  inch  in  breadth  occupied  the  free  border 
and  the  pharnygeal  surface  of  the  right  arytceno-epiglottidean  fold. 
This  slough  was  of  a  dirty  brown  colour,  tough,  totally  disorganised; 
the  margin  of  mucous  membrane  around  was  brightish  red ;  the 
slough  was  detached  with  facility,  leaving  an  ulcerated  surface 
covered  with  purulent-looking  fluid  exposed.  The  tonsils  were 
rather  large  and  firm ;  the  anterior  and  posterior  surfaces  of  the 
velum  and  uvula  pale.  On  the  under  surface  of  the  epiglottis,  near 
its  root,  was  a  vivid  red  patch  about  half  an  inch  in  length.  The 
mucous  membrane  of  the  larynx  above  the  chordse  vocales  was 
thickened  and  roughened;  below  the  chords  pale  and  healthy,  as  in 
the  trachea. 

There  was  no  fluid  in  the  left  pleural  cavity,  and  only  a  few  old 
adhesions  at  the  apex  of  the  lung. 

The  left  lung  was  healthy  and  crepitant  throughout. 
The  right  lung  adhered  to  the  pericardium  by  quite  recent 
yellow  lymph ;  the  free  edge  of  the  organ  was  fringed  by  similar 
matter. 

The  right  pleura  contained  about  6  oz.  or  8  oz.  of  slightly 
turbid  serosity,  floating  through  which  was  a  considerable  quantity 
of  yellow  lympho-purulent  substance.  Examined  by  a  quarter-inch 
glass,  this  substance  was  found  to  consist  of  lymph,  containing  in 
its  meshes  much  finely  granular  matter,  and  numerous  non-nucle- 
ated granular  corpuscles,  about  the  size  of  pus  globules. 

The  right  lung  itself  was  pale  anteriorly,  and  of  a  dusky  reddish 
violet  posteriorly,  especially  the  inferior  portion  of  the  inferior  lobe. 
On  section,  the  posterior  portion  of  the  inferior  lobe,  from  base  to 
apex,  was  of  a  brownish  red  colour,  flabby,  tough,  non-crepitant, 
sank  in  water,  and  gave  exit  to  some  pale  reddish  serosity.  The 
posterior  part  of  the  superior  lobe  was  crepitant,  of  a  dusky  red 
colour,  and  contained  but  little  excess  of  serosity. 

The  anterior  portion  of  the  lung  was  crepitant  for  nearly  four 
inches  from  its  margin ;  the  anterior  part  of  the  inferior  lobe  was 
coated  with  recent  lymph.  On  removing  the  lymph  from  the 
pleura,  that  membrane  was  seen  to  be  dull  white  and  opaque,  the 
hue  varying  from  mere  milkiness  to  absolute  opacity. 

There  was  a  similar  condition  of  the  posterior  part  of  the 
inferior  lobe. 

The  bronchial  tubes  contained  a  moderate  amount  of  aerated 
mucus  ;  their  lining  membrane  was  pale.  There  was  no  enlarge- 
ment of  the  bronchial  glands. 

The  pericardium  was   healthy  in   appearance,  and  contained 
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about  6  drs.  of  transparent  serosity.  The  substance  and  valves  of 
the  heart  were  healthy ;  its  consistence  good.  Much  dark  loosely- 
coagulated  blood  escaped  from  the  venae  cavse  and  pulmonary  veins 
on  section.  The  right  auricle  contained  a  large  fibrinous  clot ; 
the  right  auricle  a  small  fibrinous  clot,  interlaced  among  the 
columnte  carnece.  The  latter  clot  was  continuous  with  one  in  the 
pulmonary  artery.  The  left  auricle  contained  a  small  black  and 
fibrinous  clot ;  the  conus  arteriosus  of  the  ventricle  a  fibrinous  clot, 
extending  into  the  aorta,  where  it  was  moulded  to  the  sigmoid 
valves.  The  endocardium  was  unstained. 

The  asophagus  was  pale,  covered  for  three  inches  from  the 
pharynx  by  a  dense  white  layer  of  epithelium ;  lower  down  the 
lining  membrane  was  smooth  and  shining.  The  cellular  tissue  at 
the  back  of  the  pharynx  and  oesophagus  as  low  as  the  first  dorsal 
vertebra  was  infiltrated  with  a  purulent-looking  fluid.  From  this 
part  to  the  inferior  portion  of  the  third  dorsal  vertebra,  the  organs 
contained  in  the  posterior  mediastinum,  i.e.  the  thoracic  duct, 
etc.,  were  closely  matted  together  by  dense  false  membrane  and 
lymph. 

Examined  by  the  microscope,  this  purulent-looking  fluid 
presented  the  following  elements : — 

a.  Fat  globules. 

b.  Finely  granular  matter. 

c.  Granular  corpuscles  about  the  size  of  pus  globules. 

Acetic  acid  dissolved  or  rendered  transparent  the  chief  part  of 
the  granular  matter ;  but  brought  no  nuclei  into  view. 

Stomach. — The  colour  and  consistence  of  the  lining  membrane 
of  this  organ  was  natural ;  it  was  mammillated  from  near  the 
pylorus  to  within  about  four  inches  of  the  cardiac  extremity. 

The  caecum  and  colon  were  distended  with  flatus ;  the  latter 
contained  a  large  tapeworm.  The  large  and  small  intestines  were 
healthy  in  colour,  thickness,  and  consistence  throughout,  with  the 
exception  of  a  little  increased  vascularity  of  the  sigmoid  flexure  of 
the  colon.  Peyers  patches  were  indistinctly  seen. 

The  mesenteric  glands  were  healthy. 

The  liver  was  perfectly  normal  in  appearance.  The  gall  bladder 
was  moderately  distended  with  thin  orange  bile.  Its  lining 
membrane  was  healthy. 

The  pancreas  was  pale  and  normal  in  appearance. 

The  spleen  weighed  5^  ozs. ;  it  was  pale,  much  corrugated, 
moderately  tough,  and  flabby. 

The  kidneys  were  healthy  in  appearance,  except  that  there  were 
about  twenty  small  cysts  on  the  surface  and  in  the  substance  of  the 
left.  The  lining  membrane  of  the  urinary  bladder  was  congested, 
its  rugae  being  dull  red. 

The  uterus  and  ovaries  were  healthy. 
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This  woman  survived  till  the  29th  day  of  disease.  Her 
case  offers  a  good  illustration  of  the  impropriety  of  confound- 
ing the  duration  of  the  typhus  fever  with  the  duration  of  the 
illness.  The  fever,  properly  so  called,  had  terminated  just 
before  the  20th  day  of  disease.  Erysipelas  supervened  on 
the  22nd  day.  Doubtless  the  pleuritic  disease  was  of  the  same 
nature  as  the  erysipelatous  inflammation  of  the  skin  of  the 
nose  and  of  the  mucous  membrane  of  the  pharynx  and  larynx. 
It  has  been  supposed  that  erysipelas  of  the  head  and  face 
invariably  has  its  starting-point  from  some  minute  abrasion 
of  the  surface.  In  fever  it  very  frequently,  as  in  this  case, 
appears  to  commence  in  the  pharynx,  and  thence  extend,  by 
the  mucous  membrane  of  the  nose,  outwards  to  the  skin,  and 
downwards  to  the  larynx.  Occasionally,  however,  it  will 
commence  in  the  pharynx,  and  a  few  hours  after  show  itself 
on  the  ridge  of  the  nose  near  the  eyes.  In  such  a  case,  the 
erysipelas  takes  its  start  from  two  distinct  centres,  one  for 
the  mucous  membrane  and  one  for  the  skin.  The  dry,  red, 
and  swollen  mucous  membrane  of  the  pharynx  was  visible 
during  life.  The  noisy,  prolonged  expiration,  the  whispering 
guttural  voice,  and  the  tenderness  of  the  larynx,  sufficiently 
indicated  the  condition  of  its  lining  membrane.  The  presence 
of  the  large  slough  found  after  death  on  the  arytaeno-epiglot- 
tidean  fold  did  not  prevent  the  more  prominent  laryngeal 
symptoms  disappearing  during  life.  The  return  of  fluids  from 
the  mouth  into  the  glass,  and  the  holding  of  fluids  in  the 
mouth  for  some  time  before  making  an  effort  to  swallow, 
were  symptoms  which  indicated  serious  lesion  of  the  pharyn- 
geal  mucous  membrane,  and  rendered  ulceration  or  sloughing 
of  its  surface,  or  purulent  infiltration  of  the  stibmucous  tissue 
highly  probable.  The  pharyngeal  preceded  the  laryngeal 
disease  in  this  case,  as  is  the  rule.  It  will  be  observed  that 
no  pus  corpuscles  were  discovered  in  the  post-pharyngeal 
abscess.  The  fluid  presented  the  microscopic  appearances 
generally  discovered  in  similar  cases ;  the  distinctive  nucle- 
ated corpuscles  being  rarely  if  ever  present,  however  closely 
the  fluid  may,  to  the  unaided  eye,  present  characters  of  true 
pus.  The  miliary  vesicles,  or  sudamina,  were  preceded  by  pro- 
fuse sweating.  This  eruption  is  very  infrequent  on  patients 
more  than  40  years  of  age,  and  is  rarely,  if  .ever,  seen  after  50. 
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To  sum  up : — Cases  i.,  x.,  xn.,  and  xiv.  presented  no  lesion 
after  death ;  they  proved  fatal  before  the  16th  day  of  disease. 

Cases  ii.,  XL,  xin.,  and  xx.  offered  lesions  too  slight  to 
account  for  the  fatal  termination ;  these  four  terminated  before 
the  21st  day. 

Cases  v.,  VIIL,  and  xxi.  proved  fatal  after  the  21st  day ; 
examination  of  the  internal  organs  sufficed  to  explain  the 
death  of  these  three  patients. 

Cases  in.,  iv.,  xvin.,  and  xix.  recovered  from  the  fever ; 
the  rash  in  these  cases  began  to  fade  respectively  on  the  13th, 
15th,  14th,  and  18th  days. 

Cases  vi.  and  vn.,  in  which  no  rash  appeared,  were  con- 
valescent on  the  12th  and  13th  days  respectively. 

Taken  conjointly,  all  these  cases  illustrated  the  facts — 1st, 
that  the  ordinary  duration  of  typhus  fever  is  from  14  to  21 
days ;  2nd,  that  uncomplicated  typhus  fever  may  terminate 
the  life  of  the  patient  at  any  period  before  the  21st  day ;  3rd, 
that  after  the  21st  day,  local  lesions,  sufficient  to  account  for 
death,  are,  as  a  rule,  discoverable. 

It  will  be  observed  that  13  of  the  21  cases  detailed  in 
these  papers  were  part  of  as  many  families,  more  than  one 
member  of  which  suffered  from  the  same  disease. 

The  close  resemblance  of  the  disease  in  the  brothers  J. 
and  B.  H.,  Cases  in.  and  xvui.,  and  in  the  man  and  wife, 
George  and  Mary  W.,  Cases  n.  and  XXL,  must  strike  the  most 
careless  observer.  I  have  previously  alluded  to  this  fact ;  I 
will  not  here  repeat. 

Although  I  have  stated  the  duration  of  typhus  fever  to 
be  from  14  to  21  days — and  I  believe  that  the  disease  never 
exceeds  21  days  in  duration — it  not  unfrequently,  in  very 
mild  cases,  terminates  before  the  14th  day,  if  the  fading  of  the 
eruption  be  taken  to  be  the  index  of  the  termination  of  the 
disease.  The  general  symptoms  in  these  cases  are  invariably 
exceedingly  mild.  There  is  nothing  anomalous  hi  this  short 
duration  of  a  specific  disease  which  ordinarily  lasts  a  longer 
period.  In  scarlet  fever  we  occasionally  see  cases  in  which 
the  eruption  disappears  in  a  day  or  two  after  its  first  appear- 
ance, the  patient  experiencing  scarcely  a  single  symptom  of 
general  illness. 
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§  4.    TYPICAL  CASES  OF  TYPHOID  FEVER. 

CASE  XXII. — Without  known  cause — frontal  headache — 
pain  in  the  abdomen — vertigo — debility — dry  red  tongue — 
diarrhoea — heaviness  of  expression — somnolence — delirium — 
flushing  of  cheeks — mucous  rale — rose  spots — symptoms  of 
laryngitis — death  on  the  33rd  day. 

Forty-one  and  a  half  hours  after  death : — Ulcers  of  the 
pharynx — extensive  ulceration  of  Peyer's  patches — enlarge- 
ment of  the  mesenteric  glands — redness  and  thickening  of 
lining  membrane  of  larynx — imperfect  consolidation  of 
posterior  part  of  left  lung — redness  and  softening  of  mucous 
membrane  of  bronchial  tubes. 

Jane  T.,  aged  32,  a  servant  in  a  public-house,  was  admitted 
into  the  London  Fever  Hospital  under  the  care  of  Dr.  Tweedie, 
November  llth,  1847.  She  had  resided  in  London  about  four  or 
five  years  ;  had  never  suffered  want  of  food  or  clothing  ;  unmarried, 
but  the  mother  of  two  children.  She  was  of  temperate  habits  ;  her 
previous  health  had  been  excellent. 

On  Sunday,  October  31st,  she  suffered  from  headache  and  pain 
in  the  abdomen,  followed  the  next  day  by  pains  in  the  limbs  and 
back.  On  Monday  night  she  had  rigors,  which  were  repeated  the 
three  or  four  succeeding  nights.  At  this  time  the  bowels  were 
relaxed,  and  they  continued  so  till  the  6th  November,  when, 
without  having  taken  any  aperient  medicine,  they  became  much 
relaxed.  For  the  first  two  or  three  days  of  her  illness  she  suffered 
from  vertigo.  During  the  course  of  her  illness  she  has  had  a  sense 
of  unpleasant  taste  and  smell  with  nausea,  but  no  vomiting,  and  no 
epistaxis.  She  quitted  her  work  on  October  31st,  but  did  not 
take  to  her  bed  till  the  3rd  of  November. 

The  following  notes  of  her  condition  were  made,  November  12th, 
i.e.  the  1  3th  day  of  disease  : — '  She  slept  but  little  last  night ;  in- 
tellect unaffected ;  the  expression  natural ;  a  little  frontal  headache; 
vertigo  in  the  erect  position  ;  slight  singing  in  the  ears  ;  she  is 
able  to  leave  her  bed  unassisted,  but  with  difficulty ;  she  complains 
of  pain  in  the  back ;  the  tongue  is  slightly  furred — dry,  smooth, 
and  red;  she  has  passed  during  the  last  twenty-four  hours  one 
scanty  stool.  There  is  no  appetite,  but  much  thirst ;  she  com- 
plains spontaneously  of  pain  in  the  abdomen,  which  is  full  and 
resonant.  There  is  some  tenderness  on  firm  pressure  in  the  right 
iliac  fossa.  The  pulse  is  120;  there  is  no  cough;  with  the  ex- 
ception of  a  little  sonorous  rale  on  deep  inspiration,  the  chest 
signs  are  normal.  The  skin  is  warm  and  dry.  A  few — about 
twenty — slightly  elevated  rose-coloured  circular  spots,  which 
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disappear  under  pressure,  are  seen  on  the  abdomen  and  thorax. 
There  are  no  sudamina.' 

She  died  on  the  33rd  day  of  disease.  The  following  changes 
in  her  condition  were  noted  between  the  12th  and  33rd  days  : — 

The  pulse  120  on  the  12th  day,  fell  on  the  13th  to  100,  rose 
again  to  120  on  the  14th  day,  was  100  only  on  the  15th  day,  110 
on  the  17th  day,  but  only  96  on  the  19th.  It  again  rose  to  120 
on  the  21st  day.  From  the  22nd  to  the  30th  it  ranged  between 
126  and  130.  On  the  30th,  however,  it  reached  160,  which  rate 
it  maintained  till  her  death. 

The  tongue  became  moist  and  clean  two  days  after  admission ; 
i.e.  on  the  14th  day  of  disease,  and  continued  so  till  the  17th  day, 
when  it  became  dry  and  fissured  in  the  centre ;  at  the  same  time  it 
continued  clean.  On  the  21st  it  became  dry  over  its  whole  sur- 
face, and  at  the  same  time  was  covered  with  a  pale  yellow  fur, 
cracked  across  at  various  parts ;  this  fur  commenced  to  separate  on 
the  2  3rd  day  in  large  scales ;  the  cracks  in  it  communicating,  and 
the  edges  of  the  scales  curling  up.  On  the  following  day  the 
yellow  fur  assumed  a  brownish  hue,  which  continued  without 
change  till  death.  Sordes  appeared  on  the  teeth  for  the  first 
time  on  the  30th  day. 

The  slight  tenderness  of  the  abdomen  observed  on  her  admis- 
sion disappeared  on  the  following  day,  and  neither  pain,  tender- 
ness, gurgling,  fulness,  nor  resonance  were  observed  from  the  12th 
day  till  her  death.  At  the  same  time  the  stools  continued  relaxed ; 
i.e.  of  thin  pulpy  consistence.  On  the  24th  and  30th  days  they 
were  absolutely  watery;  on  the  25th  and  29th  days  she  had  no 
stool ;  with  these  exceptions,  their  number  varied  from  two  to 
three  daily. 

Some  heaviness  of  expression  was  observed  on  the  19th,  and  it 
had  increased  considerably  by  the  24th  day ;  at  the  latter  date, 
too,  somnolence  commenced,  and  she  was  noted  to  doze  much 
night  and  day.  This  condition  continued  till  the  29th  day,  when 
she  slept  less,  and  on  the  30th  was  decidedly  more  wakeful ;  on 
the  31st  the  somnolence  had  disappeared.  There  was  no  delirium 
till  the  erysipelatous  redness  of  the  nose  showed  itself  on  the  last 
clay  of  life. 

Deafness  was  first  observed  on  the  22nd  day  of  disease  ;  it 
became  more  marked  on  the  24th  day,  and  continued  till  death. 
The  general  strength  was  markedly  impaired,  yet  she  continued  to 
leave  her  bed  without  the  aid  of  a  nurse ;  i.e.  to  assist  herself  on 
to  the  close  stool  till  the  24th  day  of  disease;  but  from  the  24th 
till  her  death  she  was  quite  unable,  although  even  on  the  31st  she 
supported  herself  in  bed  without  assistance,  when  raised  by  the 
nurse.  On  the  30th  and  33rd  days  she  passed  one  stool  into  bed, 
apparently  unconscious  of  the  act. 
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Flushing  of  the  cheeks  was  frequently  observed,  but  was  not 
constantly  present. 

The  cough  trifling  on  the  19th  day;  was  much  more  trouble- 
some on  the  30th  day ;  it  continued  till  her  death.  The  sonorous 
rale  remained  with  little  change  ;  but,  on  the  29th,  subcrepitant 
rale  was  heard  over  the  posterior  part  of  the  chest.  There  was  no 
dulness. 

The  spots  observed  on  admission  were  very  pale  on  the  15th 
day  of  disease  ;  at  the  same  time,  a  few  fresh  ones  Avere  noted  to 
be  present.  These,  too,  were  paler  on  the  1 7th  day ;  and,  on  the 
21st  day,  all  those  previously  observed  had  disappeared,  but  three 
or  four  fresh  spots,  of  the  same  character  as  those  first  described, 
were  marked.  These  spots,  also,  had  nearly  disappeared  on  the 
23rd.  No  fresh  spots  had  made  their  appearance  on  the  24th 
day.  I  failed  to  make  any  further  note  with  reference  to  the  pre- 
sence or  absence  of  spots.  The  skin  was  dry  from  the  outset,  and 
no  miliary  vesicles  were  observed. 

On  the  31st  day,  she  complained,  for  the  first  time,  of  sore 
throat ;  the  velum  pendulum  palati  and  tonsils  were  red,  dry,  and 
slightly  swollen. 

The  following  notes  of  her  condition  were  made  on  the  33rd 
day  of  disease,  about  2  P.M.  : — '  She  passed  a  very  restless  night, 
wanting  to  leave  her  bed  while  delirious.  Her  mind  is  now 
wandering  a  little.  The  cheeks  are  free  from  flush.  There  is  a 
faint  red  erysipelatous  blush  covering  the  nose  and  upper  lip.  The 
redness  is  somewhat  darker  over  the  lower  than  the  upper  half  of 
the  nose.  She  swallows  with  difficulty.  She  has  lost  her  voice. 
The  breathing  is  tracheal.  There  is  slight  tenderness  on  pressure 
over  the  upper  part  of  the  larynx.  On  listening  over  the  trachea, 
the  inspiratory  sound  is  short  and  harsh ;  expiratory,  prolonged 
and  snoring.  A  little  mucous  rale  is  heard  over  both  sides  of  the 
chest  anteriorly. 

She  swallows  with  some  difficulty;  the  tongue  is  dry  and 
brown ;  she  has  passed  two  stools,  one  of  them  in  bed ;  the  ex- 
pression of  prostration  is  much  more  marked  than  before  ;  she  is 
unable  to  support  herself  in  the  least  degree  in  bed. 

She  died  at  9  P.M.,  without  a  struggle. 

The  treatment,  at  the  first,  was  simply  expectant.  On  the 
21st  day  a  blister  was  applied  to  the  chest.  On  the  24th,  6 
ozs.  of  white  wine  were  ordered.  The  quantity  of  wine  was 
increased  to  8  ozs.  on  the  32nd  day.  At  the  same  date  a 
blister  was  applied  to  the  side  of  the  neck,  and  calomel  and  opium 
pills  administered  every  three  hours. 

The  body  of  J.  T.  was  examined  41  £  hours  after  death,  and 
the  following  appearances  noted  : — 

Cadaveric  rigidity  was  well  marked  in  all  the  joints;  a  moderate 
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amount  of  fat  on  the  surface.     The  spots  marked  during  life  had 
left  no  trace  of  their  existence. 

Head. — The  larger  vessels  of  the  pia  mater  were  slightly  con- 
gested ;  a  little  transparent  colourless  serosity  was  found  in  the 
cavity  of  the  arachnoid.  There  was  also  a  little  similar  fluid  in 
the  meshes  of  the  pia  mater,  by  which  the  arachnoid  was  slightly 
elevated  over  the  anfractuosities ;  it  was  not  raised  from  the  sur- 
face of  the  convolutions.  There  was  no  opacity  of  the  arachnoid. 
The  pia  mater  separated  with  normal  facility  from  the  surface  of 
the  brain.  About  6  drms.  of  serosity  escaped  from  the  ven- 
tricles. The  consistence  and  colour  of  the  cerebral  substance  was 
natural. 

The  lining  membrane  of  the  pharynx  was  congested,  and 
covered  with  thick  muco-purulent  matter.  The  mucous  mem- 
brane covering  the  uvula  was  destroyed  by  an  ulcer,  which  ex- 
tended up  the  posterior  surface  of  the  velum  pendulum  palati  for 
about  two  lines.  It  was  about  4  or  5  lines  in  breadth  in  the 
latter  situation ;  the  edges  of  the  ulcer  were  bright  red  ;  its  floor, 
formed  of  submucous  cellular  tissues,  was  dull  red  ;  the  edges  of 
the  ulcer  were  not  thickened  ;  it  was  quite  superficial.  A  similar 
but  smaller  ulcer  was  seated  on  the  hard  palate. 

Larynx. — The  arytseno-epiglottidean  folds  were  considerably 
thickened  ;  a  large  mass  of  tough  mucus  filled  the  opening  into 
the  larynx ;  the  rima  glottidis  was  very  narrow,  in  consequence 
of  thickening  of  the  chordae  vocales.  The  whole  mucous  membrane 
of  the  larynx  was  congested,  and  covered  with  purulent-looking 
fluid. 

The  bronchial  tubes  of  both  lungs  were  nearly  filled  with  muco- 
purulent  fluid.  The  mucous  membrane  of  the  larger  tubes  was 
minutely  injected  and  soft,  being  readily  removeable  by  slight 
scraping.  The  minute  tubes  were  filled  with  purulent-looking 
fluid,  which  issued  from  the  cut  surface  of  the  lung  in  drops. 

Lungs. — There  was  no  fluid  in  either  pleura.  The  left  lung 
was  free.  A  few  firm  adhesions  united  the  posterior  inferior  part 
of  the  left  lung  to  the  costal  pleura. 

Right  lung  weighed  15^  ozs.  It  was  crepitant  throughout, 
but  felt  more  solid  posteriorly  than  anteriorly.  The  posterior  part 
of  the  lung  was  of  a  deep  dirty  red  colour.  Portion  cut  from  any 
part  of  the  lung  floated  in  water. 

Left  lung  weighed  15  J  ozs.  The  most  depending  part  was 
of  a  deep  violet  colour,  felt  more  solid  than  natural,  contained  but 
little  air,  broke  down  rather  too  readily  on  pressure,  and  after  firm 
pressure  sank  in  water. 

The  pericardium  contained  1  oz.  of  yellow  serosity.  It  was 
healthy  in  all  respects. 

The   heart  weighed  8   ozs.     Its   substance   and  valves  were 
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healthy.  The  right  auricle  and  ventricle  contained  a  large  firm 
yellow  fibrinous  clot  continuous  with  a  similar  clot  in  the  pul- 
monary artery.  In  the  left  auricle  and  ventricle  there  was  a 
smaller  similar  clot  extending  into  the  aorta. 

The  mesentery  was  loaded  with  fat. 

The  mesenteric  glands  appeared  numerous  ;  they  were  about  the 
size  of  peas,  of  a  reddish  colour,  and  soft. 

On  the  peritoneal  surface  of  the  lower  part  of  the  ileum  were 
several  oval  patches  of  a  purplish  colour  from  minute  injection. 
The  small  intestines  were  moderately  distended  with  flatus.  There 
was  a  little  fseculent  matter  in  the  large  and  small  intestines. 

The  cesopliagus,  the  stomach,  duodenum,  and  jejunum  were  care- 
fully examined,  and  appeared  healthy. 

Heum. — About  three  feet  above  the  ileo-csecal  valve  was  one  of 
Peyer's  patches,  finely  injected,  but  scarcely  thicker  than  natural ; 
on  its  upper  part  was  an  ulcer,  1  line  in  diameter,  its  floor 
formed  of  sub-mucous  cellular  tissue ;  its  edges  not  elevated. 
About  6  inches  below  the  above  described  patch  AVES  a  circular 
ulcer,  about  3  lines  in  diameter,  the  margin  of  which  was  con- 
siderably thickened ;  its  floor  was  formed  of  sub-mucous  tissue. 
From  this  ulcer  to  the  ileo-csecal  valve,  every  Peyer's  patch  was 
more  or  less  destroyed  by  ulceration.  Some  of  the  ulcers  were 
circular,  some  oval,  others  irregularly  oval.  On  some  of  the 
patches  were  two  ulcers,  separated  by  a  narrow  slip  of  undestroyed 
mucous  membrane.  There  was  no  thickening  of  any  of  the 
patches.  The  floors  of  a  majority  of  the  ulcers  were  formed  by 
the  exposed  and  slightly  enlarged  transverse  muscular  fibres  of  a 
deep  red  colour.  The  margins  of  the  ulcers  were  of  a  deep 
grey  colour.  Their  diameters  varied  from  3  lines  to  an  inch. 
Immediately  above  the  ileo-csecal  valve  the  mucous  membrane  of 
the  whole  circumference  of  the  intestine  was  more  or  less  com- 
pletely destroyed,  here  and  there  the  ulcerated  surface  being 
divided  or  partially  divided  by  narrow  lines  of  mucous  membrane 
of  a  deep  grey  colour.  At  some  places  the  floor  of  this  large  ulcer 
was  formed  by  transverse  muscular  fibres,  at  others,  of  the  sub- 
mucous  tissue. 

The  mucous  membrane  of  the  ileum,  between  the  ulcerated 
agminated  glands,  was  healthy  in  colour,  consistence,  and  thickness. 

The  patches  of  injection,  described  as  seen  on  the  peritoneal 
surface  of  the  small  intestines,  were  found  to  correspond  to  the 
ulcerated  Peyer's  patches. 

The  large  intestines  were  healthy  in  colour  and  consistence. 

The  pancreas  was  natural  in  appearance. 

The  liver.' — The  branches  of  the  vena  portse  and  vena  hepatica 
contained  much  dark  fluid  blood.  The  division  between  the 
lobules  was  indistinctly  marked.  There  was  some  faint  yellowish 
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mottling  of  the  surface  and  substance.  The  fracture  and  con- 
sistence was  normal. 

The  gall  bladder  contained  1J  ozs.  of  rather  pale  yellowish 
bile.  Its  lining  membrane  was  healthy. 

The  spleen  measured  4£  inches  by  3 ;  i.e.  it  was  small.  Its 
external  surface  was  corrugated.  It  was  normal  in  colour  and 
consistence. 

The  kidneys,  urinary  bladder,  and  uterus  appeared  in  every 
respect  healthy. 

CASE  XXIII. — Without  known  cause  —  debility  —  diar- 
rhoea— noisy  delirium — pink  flush  of  the  cheeks — rose  spots 
— cough — sonorous  rale — rapid  pulse — great  difficulty  in 
swallowing — tension,  resonance,  and  tenderness  of  abdomen 
— dry  brown  tongue — extreme  prostration — death  on  about 
the  23rd  day. 

Twenty-two  hours  after  death :  loss  of  cadaveric  rigidity 
— ulceration  of  pharynx — extensive  ulceration  of  Peyer's 
patches — enlargement  and  softening  of  the  mesenteric  gland 
— enlargement  of  the  spleen — recent  adhesion  of  pleura — 
non-granular  lobular  pneumonia. 

Fanny  P.,  aged  16,  a  stout,  fair,  brown-haired  girl,  a  domestic 
servant,  was  admitted  into  the  London  Fever  Hospital,  under  the 
care  of  Dr.  Tweedie,  November  27th,  1848. 

Her  previous  health  was  said  to  have  been  very  good.  She 
was  in  a  situation,  and  not  in  want  of  any  of  the  necessaries  of 
life.  She  was  born  in  London. 

The  following  history  only  of  her  present  illness  could  be 
obtained.  She  left  her  situation  on  the  1 6th  November,  and  took 
to  her  bed  the  same  day.  Her  bowels  were  said  to  have  been 
confined  till  after  she  had  aperient  medicine,  but  this  was  doubt- 
ful. For  a  night  or  two  preceding  her  admission  she  had  been 
delirious,  and  had  complained  about  as  long  of  her  throat.  She 
appeared  to  those  around  her  to  have  some  difficulty  in  swallow- 
ing. Epistaxis,  to  a  slight  amount,  took  place  directly  after  her 
entrance  into  the  hospital.  On  the  day  after  her  admission  the 
following  notes  were  made  : — 

November  28th,  i.e.  13th  day  after  taking  to  bed. — She  had  no 
sleep  till  towards  morning,  and  then  very  little.  She  was  very 
noisy,  frequently  attempting  to  leave  her  bed,  but  unable.  Mind 
very  dull.  Memory  defective.  Knows  where  she  is,  but  has  no 
idea  how  long  she  has  been  in  the  hospital.  The  expression  of 
face  is  somewhat  heavy ;  the  complexion  is  clear ;  the  right  cheek 
is  flushed,  of  a  pink  colour ;  the  conjunctives  slightly  injected ;  the 
pupils  natural.  There  is  no  headache. 
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She  can  lie  in  any  position,  but  moves  heavily  and  slowly,  and 
is  quite  unable  to  leave  her  bed  unaided  by  the  nurse.  The 
muscular  movements  are  very  unsteady;  there  is  an  ulcerated 
surface  over  the  spine,  just  above  the  scapulae,  evidently  the  result 
of  the  application  of  a  blister.  There  is  no  sloughing  or  dis- 
coloration over  the  sacrum. 

The  upper  lip  appears  slightly  swollen ;  it  is  pale ;  both  lips 
are  dry ;  the  teeth  are  covered  with  black  sordes ;  the  tongue  is 
dry  and  brown ;  the  breath  very  offensive.  She  lias  passed  since 
admission  three  watery  stools,  two  of  them  into  the  bed.  The 
abdomen  is  full  and  resonant,  and  somewhat  tender,  i.e.  generally. 
She  has  great  difficulty  in  swallowing,  and  appears  to  suffer  when 
pressure  is  made  behind  the  angles  of  the  lower  jaw.  The  pulse 
is  120,  very  weak;  heart's  impulse  very  feeble;  there  is  slight 
cough;  respiration  36.  Much  sonorous  rale  is  heard  over  the 
whole  chest ;  a  little  submucous  rale  at  the  base  of  the  left  lung 
posteriorly. 

Skin  coarse  and  dry ;  about  twenty  rose  spots  on  the  back, 
and  about  as  many  on  the  anterior  surface  of  abdomen  and  thorax. 

She  died  on  the  12th  day  of  her  stay  in  the  hospital,  and  on 
about  the  23rd  of  her  illness. 

The  following  was  the  course  of  particular  symptoms  : — 

The  pulse  rose  to  144  on  the  15th  day,  and  continued  at  that 
rate  till  the  18th  day,  when  it  fell  to  132  ;  on  the  following  day 
it  rose  again  to  150 ;  it  was  160  on  the  19th  day,  and  the  morn- 
ing of  her  death  it  was  too  rapid  to  count.  It  continued  to  grow 
daily  weaker  till  the  last.  The  respiration  was  48  on  the  15th 
day,  and  66  on  the  day  of  her  death. 

Slight  cough  and  abundant  sonorous  rale  continued  till  death. 
There  was  little  change  in  the  appearance  of  the  tongue  till  the 
17th  day,  when  it  became  slightly  moist  at  the  edges.  On  the 
20th  day  it  was  decidedly  moister  and  cleaner,  at  the  same  time 
it  was  rather  red.  On  the  21st  and  22nd  days  it  was  much  cleaner 
and  moist  at  the  edges. 

The  breath  continued  very  offensive  till  she  died.  There  was 
no  difficulty  in  swallowing  after  the  16th  day.  There  was  no 
alteration  in  the  appearance  of  the  upper  lip. 

She  passed  one  watery  stool  daily  till  the  21st,  when  my  notes 
state,  '  she  has  passed  during  the  last  twenty-four  hours  one  scanty 
solid  stool.'  On  the  22nd  she  had  two  scanty  hard  stools,  and  on 
the  day  of  her  death  two  stools  of  pulpy  consistence.  She  passed 
about  one  pint  of  urine  daily.  The  abdomen,  which  on  admission 
was,  as  I  have  said,  full,  resonant,  and  generally  tender,  became 
on  the  following  day  still  fuller  and  more  resonant ;  the  tub- 
shape  well  marked.  The  belly  was  yet  more  distended  on  the  15th 
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day,  and  the  tenderness  more  decided.     There  was  no  change  in 
the  condition  of  the  abdomen  from  the  15th  day  till  her  death. 

On  the  14th  day  the  expression  was  dull  and  stupid.  The 
sleepless  delirium  was  replaced  by  somnolence,  and  both  cheeks 
were  flushed.  She  still  moved  in  bed  unassisted.  On  the  15th 
day  she  lost  a  few  drops  of  blood  from  the  nose.  The  somnolence 
was  constant,  and  she  was  aroused  with  difficulty ;  the  conjunc- 
tivse  were  somewhat  more  injected  than  on  admission ;  the  pupils 
were  rather  large ;  the  cheeks  continued  flushed ;  the  expression 
duller;  the  prostration  had  markedly  increased;  she  did  not 
move  in  bed  voluntarily,  but  lay  exactly  as  she  was  placed  on  her 
sides  or  back ;  somnolence  continued  till  death.  On  the  1 7th  day 
the  right  cheek  was  flushed.  She  talked  much  in  her  sleep,  and 
when  aroused  uttered  a  few  incoherent  sentences.  At  the  same 
date  she  lay  constantly  on  her  back,  with  her  knees  drawn  up. 
Subsultus  tendinum  was  observed  on  the  19th  day,  and  at  the 
same  time  she  sank  towards  the  bottom  of  the  bed. 

On  the  14th  day  the  spots  first  noted  were  much  paler,  and 
several  fresh  rose  spots  were  observed.  Eight  or  ten  others 
appeared  on  the  abdomen  and  thorax  on  the  15th  day,  and  several 
on  the  back.  All  those  previously  marked  had  disappeared  on 
the  1 7th  day ;  at  the  same  time  there  were  several  fresh  rose  spots. 
On  the  18th  day  the  following  note  was  made: — 'There  is  no 
trace  of  some  of  the  spots  marked  on  the  16th  day;  those  noted 
yesterday  are  paler.  There  are  about  eight  fresh  spots  on  the 
thorax  and  abdomen.'  On  the  20th  day  I  wrote  of  the  spots 
noted  on  the  17th  and  18th  days,  'part  of  both  dates  have  dis- 
appeared ;  the  others  are  paler.  There  are  no  new  rose  spots.' 

The  following  note  was  taken  on  the  23rd  day,  some  three 
hours  before  her  death  : — 

Pulse  very  rapid  and  very  weak;  respiration  66;  slight 
cough;  sonorous  and  mucous  rale  over  both  sides  of  the  chest 
anteriorly ;  no  dulness  of  the  same  part  (she  was  too  prostrate  to 
be  raised  in  bed);  somnolence  constant;  extreme  prostration. 
Decumbency  dorsal,  knees  elevated.  Abdomen  full,  resonant, 
rounded ;  two  stools  relaxed ;  no  spots ;  breath  still  most  offen- 
sive. Urine,  1^  pint.'  She  died  at  half-past  four  P.M.  on  the 
23rd  day  of  the  disease.  At  3  P.M.  she  vomited  a  considerable 
quantity  of  dark,  almost  black,  fluid ;  the  vomiting  was  repeated 
several  times  before  death ;  she  also  passed,  during  the  last  hour 
of  life,  two  black  liquid  stools  into  bed.  After  the  vomiting  she 
turned  on  to  her  face ;  and  though  twice  placed  on  her  side,  she 
replaced  herself  on  to  her  face.  She  did  not  know  her  sister 
at  3  P.M.  She  died  quietly;  there  were  no  convulsions.  6 
ozs.  of  white  wine  were  given  daily,  in  divided  doses,  till  the 
15th  day;  the  quantity  was  then  increased  to  8  ozs.  On 
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the  morning  of  her  death  3  ozs.  of  brandy  were  added. 
Opiate  enemata  were  administered  to  check  the  purging.  A 
mustard  poultice  was  applied  to  the  throat  on  the  day  of  admis- 
sion. Nitro-muriatic  acid  was  given  the  last  few  hours  of  life. 

Examination  of  the  body  of  Fanny  P.,  December  9th,  1848, 
twenty-two  and  a  half  hours  after  death.  The  weather  warm  for 
the  season. 

There  was  no  cadaveric  rigidity;  some  purple  discoloration 
of  the  face,  forehead,  neck,  and  upper  arms ;  there  was  no  trace  of 
the  spots  noted  during  life;  the  abdomen  was  moderately  dis- 
tended ;  about  |  inch  of  fat  covered  the  abdominal  parietes. 

Head. — There  was  a  little  colourless  serosity  beneath  the 
arachnoid ;  the  pia  mater  was  more  congested  than  natural ;  a  very 
small  quantity  of  colourless,  transparent  fluid  was  found  in  the 
ventricles ;  the  substance  of  the  organ  was  firm  throughout. 

The  tongue  was  covered  with  thick  brown  mucus;  an  ulcer 
about  £  inch  in  diameter  was  seen  on  the  left  side  of  the  organ, 
near  the  root  of  the  anterior  pillar  of  the  velum  ;  the  base  of  this 
ulcer  was  formed  of  muscular  fibres ;  its  edges  were  pale  and 
slightly  elevated. 

The  tonsils  were  unaffected. 

On  the  back  of  the  pharynx  was  situated  a  large,  irregularly- 
shaped  ulcer,  at  one  part  £  inch  in  diameter ;  the  floor  of  this 
ulcer  was  formed  of  dark-coloured  muscular  fibres ;  its  edges  were 
slightly  elevated  and  sharp ;  around  and  beneath  it  were  two  or 
three  similar  but  smaller  ulcers;  the  mucous  membrane  of  the 
pharynx  generally  was  dusky  red — around  the  ulcers  dark  purple. 

The  ossophagus  pale  ;  no  trace  of  ulceration  ;  its  epithelium  was 
still  attached. 

The  mucous  membrane  of  the  stomach  was  pale  and  mammillated 
throughout,  coated  at  places  with  thick  mucus;  its  consistence 
and  thickness  was  natural 

The  duodenum  and  jejunum  appeared  perfectly  healthy. 

Ileum. — About  3  feet  above  the  ileo-csecal  valve  was  a  per- 
fectly healthy  Peyer's  patch,  without  a  trace  of  thickening  or 
softening  of  its  mucous  membrane.  About  4  inches  lower  was 
another  patch,  on  the  upper  part  of  which  was  an  ulcer  a  fourth 
of  an  inch  in  diameter ;  its  edges  thickened,  and  of  a  dusky  red 
colour;  its  floor  formed  of  submucous  tissue,  also  of  a  dark  red 
colour ;  the  mucous  membrane  in  the  vicinity  of  this  ulcer  was 
slightly  softened  and  considerably  injected;  the  vessels  running 
towards  it  were  large,  and  filled  with  blood ;  the  lower  part  of 
this  patch  was  pale ;  its  mucous  membrane  softened  and  slightly 
thickened.  The  next  patch,  in  descending  towards  the  csecum, 
was  a  small  one ;  its  mucous  membrane  was  vascular,  softened, 
and  slightly  thickened.  A  small  ulcer  was  seated  near  its  lower 
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extremity.  From  this  spot  downwards  every  patch  was  more  or 
less  extensively  destroyed  by  ulceration,  three,  four,  or  more  ulcers 
being  seated  on  each  patch.  The  floors  of  the  ulcers  were,  in  part 
or  altogether,  formed  of  transverse  muscular  fibres ;  their  edges  were 
considerably  elevated,  of  a  deep  crimson,  or  of  a  slate  colour ;  the 
latter  hue  was  more  marked  in  the  vicinity  of  the  csecum  than 
above. 

Those  portions  of  the  agminated  glands  undestroyed  by  ulcera- 
tion were  slightly  thickened ;  the  thickening  being  due  chiefly  to 
a  swollen  state  of  the  mucous  membrane,  but  partly  to  a  similar 
condition  of  the  submucous  tissue.  There  was  no  appearance  of 
any  deposit  beneath  or  around  the  ulcers.  At  their  edges  the 
submucous  tissue  was  highly  vascular.  Among  these  large  ulcers 
were  several — five  or  six — small  and  circular  ulcers  apparently 
having  their  origin  in  the  solitary  glands ;  and  also  many  slightly 
enlarged  but  yet  non-ulcerated  solitary  glands.  The  mucous 
membrane  generally  was  of  normal  consistence  and  colour  to 
within  two  feet  of  the  valve ;  at  this  point  it  was  finely  injected, 
but  neither  thickened  nor  softened.  The  last  eight  inches  of  the 
gut  were  pale. 

Large  intestines  pale  and  healthy  in  appearance  throughout. 
There  was  no  enlargement  of  the  solitary  glands. 

Peritoneum. — There  was  a  little  injection  of  the  serous  mem- 
brane corresponding  to  the  deepest  ulcers  in  the  ileum,  but  no 
deposit  of  lymph,  and  no  opacity  or  thickening.  There  were  about 
5  or  6  ozs.  of  transparent  yellow  serosity  in  the  peritoneal  cavity. 

The  mesentery  contained  in  its  substance  a  considerable  quantity 
of  fat.  The  mesenteric  glands  were  of  a  dark  purple  colour  and 
soft.  Their  size  varied  from  a  pea  to  a  large  bean.  The  largest 
and  softest  being  seated  near  the  lower  part  of  the  ileum. 

The  liver  was  flabby.  Its  substance  appeared  healthy.  The 
gall  bladder  was  distended  with  thin  orange-green  bile.  Its  lining 
membrane  appeared  healthy. 

The  spleen  large  ;  weighed  1 1  ozs.  It  was  flabby  and  rather 
soft. 

The  pancreas  was  pale  and  firm. 

The  kidneys  were  somewhat  congested  but  firm.  The  urinary 
bladder  contracted. 

Larynx  and  trachea. — These  organs  were  in  all  respects  normal 
in  appearance. 

There  were  about  12  ozs.  of  transparent  yellow  serosity  in 
either  pleura.  There  were  a  few  recent  adhesions  at  the  posterior 
part  of  the  right  lung. 

The  left  lung  weighed  16  ozs.  It  was  of  a  dark  purplish 
violet  colour  anteriorly :  its  posterior  being  scarcely  darker 
than  its  anterior  surface.  Over  the  whole  surface,  from 
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base  to  apex,  were  scattered  at  irregular  intervals  patches  of 
variable  size,  of  a  deep  purplish  violet  colour.  The  majority  of 
these  patches  were  distinct,  bounded  by  interlobular  septa.  The 
number  of  lobules  included  in  each  patch  varied  from  one  to  eight 
or  ten.  On  section  the  darkest  coloured  of  these  patches  were 
found  to  be  non-crepitant,  and  saturated  with  opaque  bloody  fluid  ; 
the  cut  surface  was  nearly  uniform.  Portions  cut  from  these 
patches  sunk  in  water.  The  less  dark  patches  contained  some 
air,  the  amount  of  air  and  fluid  being  in  fact  in  an  inverse  ratio 
to  the  depth  of  colour.  The  whole  lung  contained  an  abnormal 
amount  of  frothy  serosity,  and  scarcely  less  anteriorly  than 
posteriorly. 

The  right  lung  weighed  2 If  ozs.  It  resembled,  in  general 
appearance,  the  left ;  but  none  of  the  patches  were  free  from  air ; 
every  part  floated  in  water. 

The  bronchial  tubes  were  filled  with  a  thin  froth  mucus.  The 
bronchial  mucous  membrane  was  intensely  congested,  of  a  dusky 
red  colour,  the  redness  being  in  streaks,  specks,  and  patches. 

The  bronchial  glands  were  rather  large  and  dark.  One  con- 
tained a  mass  of  cretaceous  matter  the  size  of  a  large  pea. 


CASE  XXIV. — Without  exposure  to  any  known  source 
of  contagion — diarrhrea — loss  of  appetite — rigors  • — head- 
ache— debility — epistaxis — pain  in  the  abdomen — gurgling 
in  the  right  iliac  fossa — enlargement  of  the  spleen — rose 
spots — miliary  vesicles — emaciation — tedious  recovery — 
convalescent  on  about  the  28th  day. 

R.  P.  R.,  aged  18,  a  plasterer,  was  admitted  into  the  London 
Fever  Hospital,  June  7th,  1849.  He  was  a  thin  lad,  fair  skin, 
light  hair  and  eyes.  He  stated,  that  his  general  health  had 
always  been  good ;  that  he  had  small-pox  when  a  child.  He  had 
not  suffered  from  want.  He  was  a  native  of  London.  There  was 
no  source  of  contagion  traceable.  On  Sunday,  May  27th,  he  took 
some  sulphate  of  magnesia,  not  because  he  felt  ill,  but  to  relieve  a 
constipated  state  of  the  bowels.  Some  few  hours  after  he  washed 
his  head  in  cold  water.  From  that  day  his  bowels  have  been  re- 
laxed. On  the  Monday  and  Tuesday  he  lay  down  on  the  grass  in 
the  open  air,  after  considerable  muscular  exertion.  He  dated  his 
present  illness  from  the  31st  of  May.  He  said,  that,  while  work- 
ing in  a  cellar  beneath  the  South-Eastern  Counties  Eailway  Office, 
Regent  Circus,  he  observed  a  most  offensive  odour.  In  the  after- 
noon of  that  day  he  had  slight  rigors,  but  continued  his  work. 
His  bowels  were  then  more  relaxed  than  on  the  preceding  days, 
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and  he  experienced  griping  pains  in  the  abdomen.  On  Saturday, 
June  2nd,  he  began  to  suffer  from  frontal  headache.  On  Saturday 
evening,  by  the  advice  of  a  medical  man,  he  took  two  aperient 
pills,  and  two  more  on  Sunday.  He  was  told  these  pills  would 
work  it  all  off.  His  appetite  failed  him  on  the  31st.  On  the  4th 
of  June  he  lost  a  little  blood  from  the  nose.  The  epistaxis  was 
repeated  two  or  three  times  on  the  5th ;  on  the  whole,  about  a 
tea-cupful  of  blood  escaped.  He  is  not  subject  to  epistaxis.  He 
vomited  some  green  fluid  on  the  4th.  The  diarrhoea  and  pain  in 
the  abdomen  continued  till  admission. 

The  following  were  the  first  notes  of  this  case : — 

June  9th,  i.e.  the  14th  day,  reckoning  from  the  commence- 
ment of  diarrhoea.  '  He  slept  well  last  night,  but  talked  in  his 
sleep.  The  cheeks  are  slightly  flushed ;  the  expression  of  counte- 
nance is  nearly  natural ;  the  mind  is  unaffected ;  the  memory  is 
good ;  there  is  no  vertigo,  no  affection  of  the  special  senses ;  the 
conjunctivas  are  pale,  the  pupils  natural,  the  complexion  clear. 

He  feels  weak,  but  can  walk  across  the  ward  unassisted.  The 
tongue  is  red  and  glazed,  dry  in  the  centre  and  very  slightly  furred 
posteriorly.  There  is  complete  loss  of  appetite,  no  sore  throat,  and 
no  marked  thirst.  During  the  last  twenty-four  hours  he  has  passed 
three  stools  of  pulpy  consistence.  He  suffers  occasional  griping 
pains  about  the  umbilicus.  There  is  a  little  gurgling  in  the  right 
iliac  fossa.  The  superficial  veins  over  the  right  iliac  fossa  are 
larger  than  those  over  the  left.  There  is  no  tenderness,  abnormal 
fulness,  nor  resonance  of  the  abdomen.  The  splenic  dulness  is 
extensive,  about  6  fingers'  breadth ;  it  does  not  extend  below  the 
false  ribs.  The  pulse  84,  soft;  respiration,  24.  No  cough.  A 
few  sonorous  and  sibilous  rales  on  deep  inspiration.  The  skin  is 
hot  and  dry.  He  says  he  sweated  freely  in  the  night.  There  are 
no  miliary  vesicles.  When  I  saw  him  yesterday  afternoon,  I 
marked  about  a  dozen  rose  spots  on  the  abdomen,  thorax,  and 
back.  Those  spots  are  now  much  paler  than  they  were,  and 
several  fresh  spots,  of  similar  character,  i.e.  bright  rose  colour, 
circular,  slightly  elevated,  disappearing  on  pressure  and  returning 
when  the  pressure  is  removed,  have  appeared. 

On  the  following  day  the  tongue  was  dry,  glazed,  and  fissured 
over  the  greater  part  of  its  extent ;  he  had  passed  three  relaxed 
stools ;  in  other  respects  his  state  was  as  before  described.  On 
the  21st  day,  reckoning  from  the  date  when  he  took  the  Epsom 
salts,  the  following  notes  were  made: — 'Pulse  96;  skin  hot  and 
dry;  several  fresh  rose  spots;  those  previously  marked  have 
either  disappeared  or  they  are  much  paler ;  the  tongue  is  the  same 
as  on  the  15th  day;  he  has  passed  three  relaxed  stools;  there 
is  no  abdominal  tenderness  nor  pain;  gurgling  continues  in  the 
right  iliac  fossa,  and  the  belly  is  very  resonant.  The  mind  is 
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unaffected  ;  he  can  leave  or  sit  up  in  bed  with  facility ;  he  sleeps 
well,  but  talks  much  in  his  sleep.  On  the  next  day  more  spots 
had  disappeared,  and  fresh  ones  continued  to  make  their  appear- 
ance. A  few  miliary  vesicles  were  observed  tor  the  first  time ; 
they  were  seated  above  and  beneath  the  clavicles.  He  stated  that 
he  had  sweated  a  good  deal  about  two  hours  before  the  visit,  but 
that  he  had  often  sweated  as  much  since  his  admission  ;  he  had 
passed  no  stool  for  twenty-four  hours.  The  miliary  vesicles  or 
sudamina  had  disappeared  on  the  17th  day;  in  other  respects  he 
was  the  same. 

On  the  18th  day  the  pulse  was  96  ;  the  skin  dry;  an  abundant 
crop  of  minute  miliary  vesicles  covered  the  chest  and  abdomen ;  he 
stated  that  he  had  sweated  during  the  night  freely  and  a  little 
this  morning ;  he  talked  much  in  his  sleep ;  the  expression  of 
countenance  was  less  lively  and  slightly  anxious;  the  general  strength 
was  much  more  impaired,  so  that  he  left  his  bed  with  difficulty. 
The  tongue  was  cleaner,  but  fissured ;  he  had  passed  one  solid 
stool;  on  the  next  day  the  pulse  had  risen  to  108  ;  the  skin  was 
hot,  harsh,  and  dry ;  the  cheeks  covered  with  a  pink  flush ;  the 
physical  chest  signs  as  on  admission ;  the  miliary  vesicles  con- 
tinued abundant,  though  many  had  shrunk  up ;  he  passed  two 
formed  solid  stools ;  in  two  days  I  noticed  that  his  abdomen  was 
fuller  and  more  resonant,  and  he  passed  two  loose  stools  ;  several 
fresh  spots  had  appeared  on  the  back.  He  grew  thinner  daily.  In 
two  days  more,  however,  his  pulse  had  fallen  to  72  ;  there  was  less 
heat  of  the  skin ;  his  tongue  was  cleaner ;  he  ate  a  little  bread ; 
no  fresh  spots  appeared,  yet  he  was  long  in  gaining  his  strength, 
and  appeared  to  emaciate,  even  after  all  trace  of  the  febrile 
symptoms  had  disappeared.  This  lad  had  a  very  tedious  con- 
valescence. 

The  treatment  was  expectant,  with  two  small  doses  of  grey 
and  Dover's  powders. 

CASE  XXV. — After  exposure  to  contagion,  or  the  same 
cause  which  had  produced  typhoid  fever  in  others — ensued 
gradually — loss  of  appetite — debility — diarrhoea — headache 
— quick  pulse — fulness  and  resonance  of  abdomen — rose 
spots — convalescence  on  about  the  twenty-fourth  day. 

Charles  B.,  aged  11,  a  spare-made,  fair  child,  was  admitted 
into  the  London  Fever  Hospital,  under  the  care  of  Dr.  Tweedie, 
Saturday,  October  28th,  1848.  His  mother  informed  me  that  his 
previous  health  had  been  very  good, — that  he  had  never  been  ill 
before.  His  present  illness  began  very  gradually,  about  a  fort- 
night before  his  admission,  with  loss  of  appetite,  sense  of  fatigue, 
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and  faintness  and  pains  in  the  limbs.  He  complained  occasionally 
of  chilliness  and  retched  several  times.  His  mother  gave  him  a 
dose  of  aperient  medicine,  and  after  that  his  bowels  were  relaxed. 
What  their  condition  was  before  he  took  medicine  was  doubtful. 
He  continued  up  the  greater  part  of  the  day,  and  even  walked  out 
of  doors  daily  till  the  day  preceding  his  admission,  when,  for  the 
first  time,  he  had  distinct  rigors  and  headache.  He  then  took  to 
his  bed. 

This  boy's  sister  was  admitted  into  the  hospital  at  the  same 
time,  suffering  from  typhoid  fever.  I  went  to  the  home  of  these 
children,  in  a  court  leading  out  of  Great  Tower  Street.  It  was  a 
wretched  abode.  The  house  was  dark,  filthy,  and-  offensive.  The 
people  begged  hard  for  me  to  speak  to  '  somebody,'  that  its  condi- 
tion might  be  seen  into ;  that  the  landlord  might  be  compelled  to 
whitewash  the  dingy  walls  and  cleanse  the  offensive  sewer.  I 
found  that  death  had  visited  their  house, — the  youngest  child  had 
died  of  brain  fever  with  severe  diarrhoea,  and  another  child  had 
suffered  from  fever,  during  which  blood  had  passed  in  quantity 
from  its  bowels.  I  saw  the  surgeon,  and  learned  from  him  par- 
ticulars which  convinced  me  that  these  two  children,  like  the 
other  two — Charles  B.  and  his  sister — had  suffered  from  typhoid 
fever.  Surely,  while  England  tolerates  the  existence  of  these 
nurseries  of  disease,  it  is  a  mockery — a  very  cant — to  appoint 
days  of  national  fasting  and  humiliation,  in  the  hope  of  staying 
the  progress  of  epidemic  scourges  !  As  well  might  the  drunkard, 
indulging  in  gin  daily,  pray  God  to  spare  him  the  miseries  of 
diseased  liver  and  its  attendant  dropsy. 

On  the  29th  of  October  the  following  particulars  were 
observed  : — 

He  has  had  little  sleep  since  his  admission;  his  mind  was 
unaffected.  There  was  occasionally  a  little  pain  in  the  temples. 
The  expression  of  countenance  was  natural ;  the  complexion  clear. 
There  were  no  pains  in  the  limbs,  no  rigors,  no  affection  of  the 
special  senses. 

He  was  able  to  walk  with  assistance,  but  he  felt  very  weak. 
The  tongue  was  moist,  thinly  furred — white.  He  had  passed  four 
relaxed  stools  during  the  preceding  twenty-four  hours.  There 
Avas  much  thirst,  no  desire  for  food,  neither  abnormal  fulness, 
resonance,  tenderness,  nor  gurgling  of  the  abdomen. 

The  pulse  was  108,  soft.  There  was  trifling  cough,  a  little 
sonorous  rale.  The  skin  was  hot  and  dry.  One  imperfectly 
marked  rose  spot  was  noted  on  the  back. 

On  the  following  day,  the  spot  first  observed  had  all  but  dis- 
appeared, and  three  fresh  well-marked  rose  spots  had  come  out. 
He  complained  spontaneously  of  frontal  headache,  and  the  abdo- 
men was  observed  to  be  much  fuller,  and  abnormally  resonant. 
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His  pulse  rose  the  next  day  to  120,  and  preserved  that  rate 
for  four  days,  it  then  fell  to  108.  Fresh  rose  spots  continued  to 
make  their  appearance  every  day  or  two  till  the  9th  day  after 
his  admission ;  the  number,  however,  present  at  one  time  never 
exceeding  a  dozen.  The  bowels,  on  the  5th  day  after  his  admis- 
sion, became,  without  known  exciting  cause,  very  much  relaxed. 
He  passed  five  watery  stools  in  twenty-four  hours.  The  tongue 
continued  moist  throughout. 

On  the  10th  day  after  admission,  his  pulse  was  96.  He 
slept  well;  the  tongue  was  moist  and  clean;  the  appetite  good, 
and  he  passed,  in  twenty-four  hours,  one  solid  stool. 

With  the  exception  of  a  little  mist.  cret.  co.,  when  the 
diarrhoea  became  severe,  this  case  required  nothing  but  fresh 
air,  cleanliness,  and  restricted  diet.  The  absurdity  of  active 
treatment  in  such  cases  as  these  is  too  manifest  to  require 
pointing  out. 

The  reader's  attention  is  particularly  requested  to  the 
following  points : — 

1st.  Those  patients  were  all  young. 

2nd.  In  one  instance  only  was  contagion  a  probable 
exciting  cause. 

3rd.  These  cases  agree  with  each  other  in  the  presence  of 
the  diagnostic  symptom,  i.e.  a  succession  of  rose  spots.  The 
brother  and  sister  who  had  the  disease  from  exposure  to  the 
same  cause,  offered  the  same  succession  of  rose  spots.  The 
two  cases  which  proved  fatal  presented  the  anatomical 
character  of  typhoid  fever,  i.e.  lesion  of  Peyer's  patches 
and  enlargement  of  the  mesenteric  glands. 

4th.  The  duration  of  disease  in  these  four  cases  varied 
between  23  and  43  days. 

5th.  The  case  which  proved  fatal  after  the  13th  day, 
did  so  from  laryngeal  disease,  secondary  to  the  primary 
affection,  i.e.  the  typhoid  fever. 

§  5.   GENERAL  DESCRIPTION  OF  THE  SYMPTOMS  AND 

PATHOLOGICAL   APPEARNCES    OBSERVED 

IN   TYPHOID    EEVER. 

I  propose  now  to  give  a  general  description  of  the  symp- 
toms and  lesions  of  typhoid  fever ;  and  in  so  doing  I  shall 
endeavour,  as  I  did  when  describing  typhus  fever  generally, 
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to  avoid  all  unnecessary  detail — giving  a  mere  sketch,  not  a 
finished  portrait  of  the  disease.  The  minute  details  shall  be 
filled  in  when  narrating  the  cases  selected  to  illustrate 
particular  circumstances,  symptoms,  or  lesions. 

Symptoms. — Typhoid  fever  rarely  affects  persons  more 
than  50  years  of  age.  I  have  seen  but  one  exception  to 
this  rule,  and  that  was  in  a  female  aged  55  years.  It  is 
common  in  young  children,  being  one  of  the  many  different 
diseases  confounded  together  and  described  as  'infantile 
remittent  fever.'  In  a  large  majority  of  cases,  however, 
typhoid  fever  occurs  in  persons  between  15  and  30  years 
of  age,  and  it  is  not  very  common  in  persons  more  than  40 
years  of  age. 

It  affects  both  sexes,  and,  so  far  as  is  known,  in  about 
equal  proportion. 

The  duration  of  the  disease  is  from  21  to  28  or  30  days. 

Typhoid  fever  usually  commences  more  or  less  gradually, 
so  that  the  patient  is  often  unable  to  fix  the  date  of  its 
outset.  All  he  can  say  is,  that  his  illness  began  about  such 
a  day. 

The  first  symptoms  are  loss  of  appetite,  pains  in  the 
limbs,  frontal  headache,  chilliness,  and  frequently  abdominal 
pains,  or  diarrhoea.  The  patient  continues  to  keep  about, 
although  feeling  very  weak.  Lies  down,  perhaps,  a  part  of 
the  day.  After  a  few  days,  four,  five,  or  six,  he  takes  entirely 
to  his  bed,  the  diarrhoea  increases,  or,  if  not  previously 
present,  commences,  the  increase  in  the  severity  of  the 
diarrhoea  being  frequently  referred  to  the  use  of  a  purgative.1 
The  countenance  is  indicative  of  anxiety  and  want  of  strength, 
or,  perhaps,  of  apathy;  the  mind  is  clear;  the  conjunctives 
pale,  slightly  injected;  the  pupils  normal;  the  cheeks, 
perhaps,  somewhat  flushed,  sometimes  one,  sometimes  both, 
being  so  affected.  There  is  frequently  loss  of  sleep  from  the 
first,  or  the  sleep  is  disturbed;  the  patient  now  and  then 
fancying  that  he  has  not  slept  a  wink,  when  he  has  been 
dozing  for  hours.2  Vertigo,  especially  in  the  erect  position, 

1  '  Take  a  pill  and  draught,'  says  the  druggist  to  the  sufferer  from  typhoid 
fever,  who  crawls  to  his  counter  to  receive  gratuitous  advice  and  buy  physic  j 
'that  can  do   you  no  harm.'      Hemorrhage    and   perforation,   with  their 
attendants,  suffering  and  death,  prove  the  TRUTH  (?)  of  the  aphorism. 

2  The  coma  vigil  of  Chomel. 
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singing  in  the  ears,  an  unpleasant,  undefinable  taste,  are 
pretty  constant  symptoms  at  the  outset,  and  epistaxis, 
varying  in  amount  from  a  few  drops  to  many  ounces,  is  very 
often  one  of  the  earliest  symptoms.  The  latter  is  sometimes 
repeated  more  than  once  during  the  first  week ;  occasionally 
there  is  dimness,  or  even  loss  of  vision.  The  belly  is  usually 
somewhat  distended,  its  shape  being  peculiar,  viz.,  rounded 
from  side  to  side  rather  than  '  pot  '-shaped,  i.e.  enlarged  from 
above  downwards,  as  in  mesenteric  disease.  It  is  resonant  on 
percussion.  Gurgling,  on  firm  pressure,  may  commonly  be 
detected  in  the  right  iliac  fossa,  and  there  is  often  tenderness 
in  the  same  situation.  The  urine  is  usually  at  this  period 
rather  scanty,  and  somewhat  high-coloured.  The  skin  is  hot 
and  dry,  though  occasionally  perspiration  follows  the  heat  of 
the  skin  which  succeeds  to  the  rigors  or  chilliness.  Such  are 
the  symptoms  present  during  the  first  week  or  ten  days  of 
the  majority  of  cases  of  typhoid  fever. 

From  the  8th  to  the  12th  day  a  new  and  characteristic 
symptom  appears,  viz.,  an  eruption  on  the  skin.  The  spots 
constituting  the  eruption  are  scattered  irregularly  at  various 
and  often  considerable  distances  from  each  other;  few  in 
number ;  confined,  in  a  majority  of  cases,  to  the  anterior  and 
posterior  surface  of  the  trunk;  now  and  then,  however, 
existing  on  the  extremities.  Each  spot  is  of  a  delicate 
rose-colour ;  circular ;  the  hue  gradually  passing  into 
that  of  the  surrounding  cuticle  without  any  well-defined 
margin  or  outline ;  when  the  finger  is  passed  over  them 
gently  they  are  found  to  be  very  slightly  elevated;  if 
firmly  pressed  by  the  finger  they  disappear  entirely,  but 
resume  their  colour  and  elevation  when  the  pressure  is 
withdrawn.  Each  spot  varies  in  diameter,  from  half  a  line 
to  a  line  and  a  half.  The  number  of  spots  ranges  from  two 
or  three  to  several  hundreds ;  from  six  to  fifty  may  be  con- 
sidered the  most  usual.  Each  spot  continues  visible  about 
three  days,  fresh  spots  continuing  to  appear  every  day  or  two 
till  the  termination  of  the  disease.  In  some  cases,  however, 
there  is  no  eruption  present.  The  headache  continues  till 
about  the  6th  to  the  12th  day  confined  to  the  forehead,  and 
without  any  definite  character.  At  the  time  that  the 
headache  ceases  delirium  commences,  at  first  only  observed 
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at  night,  but  subsequently  more  or  less  constant.  The 
character  of  the  delirium  varies,  being,  however,  in  a  majority 
of  cases,  somewhat  active.  The  patient  is  noisy,  or  he  leaves 
his  bed  to  roam  about. 

The  tinnitus  aurium  commonly  disappears  about  the 
end  of  the  first  week.  The  delirium  continues  till  the  death 
or  recovery  of  the  patient,  interrupted,  however,  as  the 
disease  advances,  by  somnolence.  The  latter  symptom 
ordinarily  commences  about  from  the  12th  to  the  21st  day, 
and  terminates  only  with  the  general  affection.  At  first  the 
patient  is  said  by  the  nurse  to  sleep  a  good  deal ;  then  he  not 
only  sleeps  much,  but  heavily ;  and  finally,  it  may  be,  he  is 
aroused  with  some  difficulty. 

As  the  diseases  progresses  the  strength  of  the  patient 
diminishes,  so  that  by  the  commencement  of  the  third  week 
he  is  often  unable  to  walk  alone,  and,  by  the  21st  day,  even 
to  reach  the  close  stool  without  some  assistance.  He  lies 
now  pretty  constantly  on  his  back,  with  his  arms  across  his 
chest  or  abdomen.  The  cheeks  are  usually  flushed  by  this 
time,  if  not  before.  The  flush  is  pink  and  circumscribed, 
sometimes  one,  sometimes  both  cheeks  being  affected  at  the 
same  moment.  The  flush  appears  and  disappears  frequently, 
many  times  in  the  day ;  as  a  rule,  perhaps,  it  is  more  marked 
towards  evening.  Sudainina  beneath  the  clavicles,  in  the 
groins,  at  the  epigastrium,  or  even  covering  the  whole  surface, 
are  frequently  present. 

The  tongue,  which  at  the  outset  was  white,  soon  grows 
red  at  the  tip  and  edges,  then  becomes  dry  in  the  centre ; 
finally  quite  dry;  at  the  same  time  it  appears  contracted, 
small,  its  edge  and  tip  often  continue  red,  while  its  dorsum 
is  covered  with  a  smooth,  pale,  yellowish  brown  fur.  This 
fur  is  fissured,  split  across  longitudinally,  and  transversely ; 
the  tissue  seen  between  the  fissures  being  deep  red ;  ultimately 
the  fur  may  become  dark  brown,  and  at  the  same  time  sordes 
may  form  on  the  teeth.  In  rare  cases  the  patient,  as  the 
disease  advances,  is  unable  even  to  protrude  the  organ. 
Difficulty  of  swallowing,  fluids  being  rejected  by  the  mouth 
or  nose,1  is  an  occasional  symptom  during  the  third  or  fourth 

i  Chomel  says,  this  symptom  may  arise  from  feebleness  of  the  muscles  of 
deglutition.  He  does  not  give  any  case  to  prove  the  assertion.  In  every 
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week.  The  abdomen  becomes  more  distended ;  the  diarrhoaa 
increases ;  the  stools,  often  amounting  to  five,  six,  or  even  eight 
or  ten  in  the  day ;  they  are  liquid,  pale,  brownish  yellow,  with 
flocculi  of  an  opaque  whitish  yellow  floating  through  them, 
like  coarse  bran.  As  the  patient  loses  his  strength  they  are 
passed  involuntarily.  Pain  in  the  abdomen,  unless  perforation 
occurs  before  extreme  somnolence  or  coma  has  set  in,  is 
rarely  complained  of.  Hemorrhage  from  the  bowel  is  an 
occasional  symptom  during  the  third  or  fourth  week.  The 
urine  is  usually  tolerably  abundant. 

The  pulse,  frequent  from  the  outset,  often  attains  the  rate 
of  120  during  the  second  and  third  weeks ;  at  the  same  time, 
the  frequency  is  found  to  vary  much  from  day  to  day, 
without  any  appreciable  alteration  in  the  general  or  local 
symptoms  coinciding  therewith,  thus,  to-day  96,  to-morrow 
it  may  be  110,  and  the  next  again  96,  to  be  on  the  succeeding 
day  or  two  120,  and  again  to  fall  to  100,  without,  as  I  say, 
any  alteration  in  the  condition  of  the  patient  for  the  better 
when  it  falls,  or  for  the  worse  when  it  rises.  There  is  some 
cough  and  a  good  deal  of  sonorous  rale  present  from  the 
commencement  to  the  termination  of  the  disease.  Mucous 
rale  is  sometimes  observed  in  the  later  stages.  These  signs 
now  and  then  lead  to  the  disease  being  mistaken  for  some 
chest  affection,  and  it  is  only  as  it  progresses  that  it  is  said 
to  pass  into  'typhus.'1  Death,  in  a  majority  of  cases,  occurs 
towards  the  end  of  the  third  week;  frequently  during  the 
fourth;  more  rarely  before  the  termination  of  the  second. 
Sloughs  often  form  at  the  lower  part  of  the  sacrum  during 
the  third  or  fourth  week ;  now  and  then  they  occur  over  the 
hips,  when  the  patient  has  lain  long  on  his  side;  and  in 
exceptional  cases  they  are  found  on  the  heels,  the  inner 
aspects  of  the  knees,  the  ankles,  and  every  part  exposed  to 
pressure. 

case  of  the  kind  which  I  have  examined  after  death,  there  has  been  some 
local, — pharyngeal,  cesophageal,  orepiglottidean, — physical  lesion  to  account 
for  the  symptoms. 

1  This  is  an  absurd  expression.  One  specific  disease  is  never  converted 
into  another  specific  disease.  A  local  inflammation  is  never  converted  into  a 
specific  disease.  Pneumonia  can  never  pass  into  typhus  fever,  any  more  than 
it  can  pass  into  scarlet  fever  ;  the  one  fever,  like  the  other,  having  its  distinct 
cause,  its  definite  course,  and  its  peculiar  symptoms. 
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Death,  may  be  the  result  of  the  general  disease,  or  it  may 
ensue  from  some  local  complication.  Of  these,  ulceration  of 
the  intestinal  mucous  membrane,  leading  to  hemorrhage,  or 
to  perforation  of  the  peritoneal  covering  of  the  gut  is  the  most 
common.  When  resulting  from  the  general  disease,  the  fatal 
termination  always  occurs  before  the  30th  day.  Local  lesion 
of  sufficient  moment  to  account  for  death  is  always  found 
after  that  date,  proving  the  natural  duration  of  the  general 
disease  to  be  about  four  weeks,  that  is,  from  28  to  30  days. 
When  recovery  ensues,  the  change  from  disease  to  health  is 
very  gradual.  The  improvement  begins  about  the  end  of 
the  fourth  week.  The  tongue  grows  moist,  the  skin  soft,  the 
pulse  falls  in  frequency,  somnolence  disappears,  and  the 
appetite  returns.  The  diarrhoea  ceases.  A  remarkable 
fatuity  remains,  in  some  cases,  long  after  recovery :  and  in 
the  majority  of  cases  I  think  there  is  some  diminution  of 
intellectual  power  for  some  little  while  after  convalescence  is 
established.  I  have  seen  many  cases  in  which  a  childishness 
of  mind  remained  for  more  than  a  month  after,  in  other 
respects,  restoration  to  health. 

Although  the  foregoing  is  a  description  of  the  ordinary 
form  of  severe  typhoid  fever,  yet  there  are  certain  deviations 
from  that  form  which  require  notice;  firstly,  because  cases 
of  this  description  very  frequently  occur,  and,  I  think,  are 
little  understood ;  and,  secondly,  because  they  occasionally 
prove  fatal  before  any  idea'of  their  serious  nature  has  crossed 
the  mind  of  the  practitioner.  The  patient,  unable  to  fix  on 
any  particular  day  as  that  on  which  his  illness  commenced, 
feels  ill,  weak,  languid,  chilly,  loses  his  appetite,  and  suffers 
from  slight  frontal  headache.  He  feels  '  done  up,' '  ennuye,' 
listless,  unapt  for  the  cares  of  life,  sits  about,  perhaps  lies 
down  on  his  bed  for  a  part  of  the  day,  and  then,  feeling  a 
little  better,  tries  voluntarily,  or  by  the  persuasion  of  his 
friends,  to  exert  himself;  he  leaves  the  house  to  walk  for  a 
while ;  is  soon,  however,  too  tired  to  continue  exertion, 
returns  again,  lies  down  on  his  bed ;  night  comes,  and 
generally  with  it  an  increase  in  those  symptoms  denominated 
febrile;  the  pulse,  which  was  rather  high  during  the  day, 
rises  to  100  or  112,  or  even  more;  the  skin  is  hot;  occasion- 
ally, however,  the  patient  sweats  a  little,  but  experiences 
no  permanent  relief.  He  is  restless  and  uneasy. 
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Some  days,  perhaps,  he  thinks  he  feels  better,  and  the 
medical  man  hopes  all  will  soon  be  well ;  he  can  discover  no 
local  lesion ;  at  most  a  little  cough,  with  occasional  sonorous 
rale,  leads  to  the  opinion  that  the  patient  has  catarrh ;  or  it 
may  be  that  slight  diarrhoea,  some  griping  pain  in  the 
abdomen,  and  a  little  tenderness  in  the  same  region,  favour 
the  idea  that  he  is  suffering  from  trifling  gastro-intestinal 
irritation.  The  invalid  himself  declares  that  it  is  '  all  weak- 
ness,' that  '  what  he  wants  is  strength,'  and  his  friends  fully 
believe  him.  They  can  but  note  his  tremulous  movements ; 
they  hear  him  loudly  complain  of  weakness,  they  see  him 
emaciate  daily,  for  loss  of  flesh  is  generally  a  prominent  symp- 
tom. Stimulants  and  strong  meats  are  administered,  the 
medical  attendant  fancies  that  he  sees  in  this  injudicious 
diet,  persisted  in  openly  or  covertly,  by  the  friends,  in  spite  of 
his  protestations,  the  cause  of  all  the  trouble,  and  so  the  case 
hangs  on  hand  from  day  to  day,  from  week  to  week,  the 
relatives  anxious  and  dissatisfied,  the  physician  at  fault,  and 
consequently  worried.  Such  a  case  may  terminate  in  two 
ways :  slowly,  after  the  expiration  of  about  a  month  or  five 
weeks  from  the  outset,  the  abdominal  symptoms,  perhaps  all 
along  very  trivial,  disappear;  the  patient  gradually,  but 
daily,  regains  his  flesh  and  strength,  and  all  goes  well.1  But 
in  other  cases  the  event  is  far  different ;  the  patient,  while  at 
the  close  stool,  faints,  the  utensil  is  found  half  filled  with 
blood,  hemorrhage  returns,  and  ultimately  he  sinks.  Or  he 
is  suddenly  seized  with  intense  pain  in  the  abdomen  and 
vomiting,  and  the  surface  is  cold,  the  features  sunk,  the  whole 
expression  anxious  and  depressed.  Distension  and  extreme 
hardness  of  the  belly  soon  follow,  and  death  quickly  closes 
the  scene. 

An  examination  of  the  subject  reveals  in  such  cases  ulcera- 
tion,  generally  very  extensive,  of  the  agminated  glands  at  the 
lower  part  of  the  ileum,  and  enlargement  of  the  mesenteric 

i  Every  man  who  has  seen"  much  private  practice  must  have  witnessed 
this  kind  of  case  times  and  often,  and,  I  may  add,  if  not  perfectly  familiar 
with  the  varying  phases  of  the  diseases  I  am  describing,  have  been  baffled, 
foiled,  worried.  Perhaps,  too,  after  two  or  three  weeks'  attendance,  he  may 
have  had  the  annoyance  of  losing  his  patient's  confidence,  and  of  seeing 
another  called  in  to  reap  the  credit  of  a  cure,  because  at  the  expiration  of 
about  four  weeks  the  disease  terminates  naturally. 
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glands.  In  the  last  supposed  case,  the  floor  of  one  ulcer  has 
given  way,  and  peritonitis  supervened.  Cases  to  illustrate 
these  important  varieties,  I  shall  detail  hereafter. 

.  Cadaveric  appearances. — Subjects  dead  from  typhoid 
fever  are  usually  much  emaciated.  The  cadaveric  rigidity 
continues  marked  in  all  the  limbs  for  more  than  twenty-four 
hours  after  death.  The  cadaveric  congestion  of  the  posterior 
surface  of  the  trunk  and  extremities  is  not  particularly  deep, 
and  extends  but  little  up  the  side  of  the  trunk.  Signs  of 
decomposition  do  not,  as  a  rule,  appear  very  rapidly.  Miliary 
vesicles,  if  noted  just  before  death,  are  still  seen.  There  is  no 
trace  of  the  spots  noted  during  life. 

The  quantity  of  serosity  in  the  cavity  of  the  arachnoid, 
beneath  that  membrane,  and  in  the  lateral  ventricles,  differs 
but  little  from  that  found  in  health.  The  colour  and  consis- 
tence of  the  brain  are  usually  natural.  The  mucous  mem- 
brane of  the  bronchial  tubes  is  very  frequently  vividly  injected 
and  filled  with  frothy  mucus.  The  congestion  of  the  most 
depending  part  of  the  lung  is  not  extreme.  Lobular  consoli- 
dation of  the  pulmonary  tissue  is  present  in  a  large  majority 
of  cases. 

This  lobular  consolidation  occurs  in  two  distinct  forms, — 
non-granular  and  granular.1 

Occasionally  there  is,  in  addition  to  lobular,  extensive 
lobar-pneumonic  solidification.  In  about  one-third  of  the 
cases,  signs  of  recent  pleuritis  are  observed.  The  pericardium 
appears  healthy.  The  heart  in  about  one-third  of  the  cases 
is  softer  and  more  flabby  than  it  is  usually  found  after  death 
from  other  diseases.  The  earlier  death  occurs  in  the  disease, 
the  more  likely  is  the  heart  to  be  soft  and  flabby.  The  lining 
membrane  is  rarely  much  discoloured  from  imbibition,  unless 
a  considerable  time  has  elapsed  between  the  fatal  termination 
and  the  examination  of  the  body.  The  blood  is  fluid  in  a  few 
cases,  but  in  the  majority  tolerably  firmly  coagulated  in  the 
auricles  and  ventricles. 

The  spleen  is  considerably  enlarged  and  softened.     The 

1  For  a  particular  description  of  these  two  forms,  as  seen  in  the  lungs  of 
subjects  dead  from  typhoid  and  typhus  fevers,  I  must  refer  the  reader  to  my 
papers  on  those  diseases  in  the  Monthly  Journal  of  Medical  Science.  (See  ante, 
p.  112  et  seq.) 
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liver  is  occasionally  flabby.  Signs  of  peritonitis,  that  disease 
being  the  consequence  of  the  lesion  presently  to  be  described 
(perforation)  are  not  infrequent.  The  kidneys  are  generally 
healthy.  The  above  structural  changes  are  only  occasionally 
found  after  death. 

Enlargement  of  the  lymphatic  glands  and  ulceration  of 
the  mucous  membranes  are  constant  phenomena. 

Of  the  latter,  ulceration  of  the  pharyngeal  mucous  mem- 
brane occurs  in  about  one-fifth  of  the  cases.  Ulceration  of 
the  larynx  occurs  occasionally,  but  less  frequently  than  ulcer- 
ation of  the  pharynx.  The  oesophagus  is  similarly  affected 
in  about  the  same  proportion  of  the  cases  as  the  larynx. 
Occasionally,  yet  rarely,  ulcers  are  found  in  the  mucous 
membrane  of  the  stomach,  still  more  rarely  in  the  duodenum. 

The  diagnostic  lesion  is  found  in  the  ileum,  viz.  enlarge- 
ment of  Peyer's  patches  followed  by  ulceration.  The  patches 
next  the  ileo-csecal  valve  are  the  largest  and  the  most  exten- 
sively ulcerated — the  thickening  and  the  ulceration  of  these 
bodies  diminishing  as  they  recede  from  that  situation. 

Two  varieties  in  the  affection  of  these  glands  are  observed. 
In  the  first,  the  mucous  and  submucous  tissue  is  thickened, 
so  that  the  whole  patch  stands  considerably  above  the  level 
of  the  adjacent  membrane.  The  mucous  membrane  of  the 
patches  farthest  removed  from  the  ileo-csecal  valve  is  rugose, 
as  it  were  pitted  all  over.  On  the  whole,  perhaps,  to  say  they 
offer  a  miniature  representation  of  that  condition  of  the 
mucous  membrane  of  the  stomach  which  has  been  termed 
mammillation  conveys  the  best  idea  of  their  aspect.  At  the 
same  time  that  it  is  thickened,  the  mucous  membrane  of  the 
patch  is  softened  and  redder  than  natural.  The  submucous 
cellular  tissue,  also,  presents  a  pinkish  hue.  The  ulceration  in 
the  patch  is  the  more  marked  as  the  latter  is  situated  nearer 
to  the  csecum.  At  a  variable  distance  above  that  viscus  the 
agminated  glands  are  found  ulcerated,  the  ulcers  increasing 
in  depth  and  extent  as  they  approach  the  termination  of  the 
small  intestine.  In  the  second  form,  the  thickening  of  the 
patch  appears  due  chiefly  to  a  deposit  of  yellowish  white  sub- 
stance in  the  submucous  cellular  tissue,  splitting  that,  as  it 
were,  into  two  layers.  The  patches  sometimes  stand  as  much 
as  a  third  of  an  inch  above  the  surrounding  mucous 
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membrane.  Ulceration  follows  also  this  form  of  thickening. 
The  solitary  glands  at  the  lower  part  of  the  ileum  are  fre- 
quently enlarged  and  ulcerated. 

Ulceration  of  the  mucous  membrane  of  the  large  intestine, 
generaUy  of  the  caecum  and  colon  adjacent,  is  present  in 
about  one-third  of  the  cases.  The  mucous  membrane  of 
the  gall-bladder,  the  urinary  bladder,  and  the  vagina  are  occa- 
sionally, but  rarely,  the  seat  of  ulceration. 

Of  the  lymphatic  glands,  those  constantly  affected  are  the 
mesenteric.  And  of  the  mesenteric  glands  themselves  the 
most  extensively  diseased  are  those  seated  next  the  termina- 
tion of  the  ileum. 

The  mesenteric  glands  are  invariably  enlarged,  reddened, 
and  softened.  Sometimes  they  are  the  seat  of  a  deposit  of  a 
yellowish  white  friable  matter,  and  occasionaUy  of  a  collection 
of  purulent-looking  fluid.  The  size  these  glands  may  attain 
varies  from  a  bean  to  a  pigeon's  egg. 

The  mesocolic  glands  are  sometimes  large,  red,  and  soft. 
Occasionally  the  bronchial  glands,  the  lumbar  glands,  the 
glands  in  the  vicinity  of  the  cystic  duct,  of  the  ossophagus,  of 
the  small  curvature  of  the  stomach,  and  in  the  cervical  region, 
are  enlarged  and  redder  than  natural. 

The  modifications  produced  in  the  lesions  by  the  duration 
of  the  disease,  as  well  as  more  particular  descriptions  of  the 
lesions  themselves,  will  be  given  with  the  cases  to  be  here- 
after detailed. 

§  6.  EXAMINATION  OF  THE  CONDITIONS,  SYMPTOMS, 
AND  COMPLICATIONS  ON  THE  VARIATIONS  IN 
WHICH  THE  DIFFERENCES  OBSERVED  IN  INDI- 
VIDUAL CASES  OF  TYPHOID  FEVER  DEPEND. 

Hemorrhage  from  the  Bowels. 

There  is  no  single  symptom  observed  in  the  course  of 
typhoid  fever  more  alarming  to  the  patient  or  his  friends 
than  the  escape  of  blood  per  anum.  It  occurs  most  fre- 
quently during  the  third  and  fourth  weeks  of  the  disease, 
i.e.  about  the  period  when  the  sloughs,  so  frequently  formed 
in  the  small  intestines,  are  in  the  act  of  separating.  Some- 
times hemorrhage  takes  place  after  the  fourth  week,  and,  hi 
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very  rare  cases,  before  the  termination  of  the  first  week. 
The  quantity  of  blood  varies  from  sufficient  only  to  stain  the 
faecal  matters  to  a  very  considerable  quantity.  It  is  often  of 
a  red  colour ;  sometimes  in  clots.  The  alkaline  reaction  of 
the  stools,  in  typhoid  fever,  shown  by  my  colleague,  Dr. 
Parkes,  and  also  the  rapidity  with  which  the  blood  is  ex- 
pelled from  the  intestine,  may  account  for  the  absence  of 
the  black  tint  commonly  assumed  by  blood  before  its  escape 
from  the  intestine. 

Hemorrhage  from  the  bowels  is  a  very  grave  symptom, 
but  is  by  no  means  necessarily  fatal;  of  Chomel's  seven 
cases,  six  died ;  of  seven  detailed  by  Louis,  three  were  fatal. 
My  own  experience  leads  me  to  regard  Louis's  as  the  nearer 
approximation  to  the  truth.  Intestinal  hemorrhage  may 
cause  death  directly  or  indirectly :  Istly,  by  producing 
fainting  from  which  the  patient  never  rallies, — perhaps  he 
dies  in  an  instant — of  this  form,  Case  xxvii.  is  an  example ; 
2ndly,  by  reducing  the  strength  of  the  patient,  and  so 
rendering  him  unable  to  bear  up  against  the  secondary  local 
diseases  that  so  often  complicate  typhoid  fever. 

The  gravity  of  the  prognosis  is  increased  by  the  know- 
ledge that,  in  a  large  majority  of  cases,  the  vessel  from 
which  the  blood  escapes  is  laid  open  by  the  detachment  of  a 
slough,  and  that  consequently,  it  is  highly  probable  that 
extensive  local  disease  exists  whenever  blood  in  any  quantity 
escapes  from  the  intestinal  mucous  membrane.  I  shall  here- 
after adduce  one  or  two  cases  to  illustrate  the  fact,  that  the 
symptom  under  consideration  is  by  no  means  necessarily 
fatal. 

CASE  XXVI. — Without  known  cause,  in  a  man,  aged  27, 
gradual  accession  of  illness.  On  the  13th  day,  defect  of 
memory — tremulous  muscular  movements — loss  of  appetite 
— diarrhoea — hoarseness — rose  spots,  followed  by  tender- 
ness and  gurgling  in  the  iliac  fossa — enlargement  of  the 
spleen — hemorrhage  from  the  bowels — quick  pulse.  On 
the  21st  day,  severe  rigors,  followed  by  signs  of  pleuro-pneu- 
monia — rapid  pulse  —  delirium  —  sloughing  of  cutis  over 
sacrum— extreme  prostration,  and  death  on  the  27th  day. 
Sixteen  hours  after  death:  ulcers  in  the  larynx,  oasophagus, 
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ileum,  and  urinary  bladder — enlargement  and  softening  of 
the  mesenteric  glands — abnormal  injection  of  the  perito- 
neum— fibrinous  effusion  into  the  cavity  of  the  peritoneum 
— enlargement  of  the  spleen — lymph  and  serosity  in  the 
pleurae — lobular  consolidation  of  the  lungs. 

James  W.,  aged  27,  a  stout  man,  with  fair  skin  and  light  hair 
and  eyes,  employed  as  a  labourer  on  a  railroad,  was  admitted  into 
the  London  Fever  Hospital  under  the  care  of  Dr.  Tweedie,  May 
llth,  1849.  His  previous  health  had  been  good;  he  never  spat 
blood,  but  was  subject,  on  catching  cold,  to  trifling  cough ;  he  was 
of  temperate  habits ;  had  resided  in  London  ten  years,  and  was 
not  in  want ;  no  cause  could  be  assigned  for  the  present  attack. 
After  ailing  for  a  week  from  '  cold '  and  cough,  he  quitted  work 
May  6th,  but  continued  to  leave  his  bed  daily  till  his  admission 
into  the  hospital.  During  the  course  of  his  illness  he  had  taken 
several  doses  of  Epsom  salts,  hoping  '  to  work  off '  the  disease. 

The  first  notes  of  his  case  were  taken  May  12th,  i.e.  the  7th 
day  after  leaving  his  work,  and  about  the  13th  from  the  first 
symptom  of  illness.  His  memory  was  then  very  defective;  he 
thought  he  had  been  in  the  hospital  three  days  ;  still  he  answered 
questions  rationally  ;  he  had  passed  a  restless  night,  and  slept  but 
little ;  there  had  been  no  delirium ;  the  conjunctivas  were  slightly 
injected,  the  pupils  rather  large ;  he  complained  of  an  unpleasant 
taste,  and  some  dimness  of  vision  ;  the  expression  of  the  counte- 
nance was  somewhat  heavy;  there  was  no  headache,  and  no 
vertigo.  He  was  able  to  walk  up  the  ward  without  assistance, 
and,  although  his  muscular  movements  were  unsteady,  he  did  not 
feel  very  weak. 

The  lips  were  dry ;  the  tongue  moist,  loaded,  and  tremulous  ; 
there  was  no  pain  nor  tenderness  of  the  abdomen ;  no  gurgling 
in  the  iliac  fossa ;  the  abdomen  retained  its  normal  shape ;  the 
thirst  was  considerable,  but  the  man  had  no  appetite.  He  had 
passed  during  the  twenty-four  hours  subsequent  to  his  admission 
four  watery  stools. 

The  pulse  was  96  and  soft.  He  suffered  from  a  rather 
troublesome  cough ;  there  was  a  little  sonorous  rale  on  both  sides 
of  the  chest ;  the  voice  was  markedly  hoarse. 

The  skin  was  warm  and  dry,  and  over  the  surface  of  the  trunk 
were  scattered  a  few  imperfectly-formed  rose  spots. 

My  notes  show  but  little  change  on  the  following  day,  except- 
ing that  there  was  gurgling  and  some  tenderness  in  the  right 
iliac  fossa  ;  the  skin  was  hot  and  dry,  and  two  or  three  of  the 
rose  spots  marked  the  preceding  day  had  disappeared,  others  were 
much  paler,  and  several  fresh  ones  had  appeared ;  the  characters 
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of  the  latter  were  perfect.     On  this  day  he  passed  three  stools  of 
pulpy  consistence. 

On  the  15th  day  of  disease  several  fresh  rose  spots  were 
observed,  and  some  of  those  present  on  the  14th  day  had  grown 
paler.  He  was  reported  to  have  passed  a  restless  night ;  to  have 
had  very  little  sleep  ;  there  was  no  delirium.  The  skin  at  the 
time  of  the  visit  was  warm  and  covered  with  perspiration  ;  there 
were  no  miliary  vesicles ;  the  cheeks  were  flushed ;  the  muscular 
movements  unsteady,  although  he  still  left  his  bed  unassisted  with 
facility;  the  tongue  was  moist,  loaded,  and  tremulous  ;  there  was 
extensive  dulness  over  the  region  of  the  spleen ;  the  abdomen 
generally  was  full  and  resonant,  there  was  slight  tenderness,  but 
no  gurgling  in  the  right  iliac  fossa ;  he  had  passed  three  liquid 
stools ;  but  in  one  was  a  small  solid  mass  of  fseces.  All  the  stools  were 
tinged  throughout  with  blood.  There  was  slight  cough,  and  a  little 
sonorous  rale  was  audible  over  the  entire  chest. 

For  the  next  five,  days  there  was  little  change  ;  fresh  spots 
appeared  occasionally,  those  previously  noted  disappearing ; 
although  he  sweated  occasionally,  the  absence  of  miliary  vesicles 
was  recorded ;  the  tenderness  in  the  right  iliac  fossa  continued  ; 
the  hoarseness  was  as  on  admission,  On  the  18th  day  he  vomited 
a  little  yellow  fluid.  He  passed  two  liquid  stools,  containing  very 
little  blood,  on  the  1 6th  day ;  on  the  1 7th  day  four  watery  stools, 
of  a  reddish  brown  colour,  and  very  offensive  odour;  on  the  18th 
two  liquid  stools,  of  a  decided  crimson  colour,  but  containing  no 
clots  of  blood.  On  the  19th  day  he  had  no  stool.  The  general 
powers  had  by  this  time  considerably  diminished ;  so  that, 
although  still  able  to  leave  his  bed  unassisted,  it  was  with 
considerable  difficulty.  The  pulse  had  risen  to  120;  it  was 
noted  to  be  full  and  soft.  A  little  mucous  rale  was  heard  on 
the  20th  day  over  the  anterior  part  of  the  chest. 

On  the  21st  day  the  following  notes  were  made  : — The 
nurse  reports,  that  about  1  A.M.  he  had  a  very  severe  attack  of 
rigors,  which  lasted  a  quarter  of  an  hour.  In  the  middle  of  it, 
he  appeared  to  the  nurse  to  lose  his  senses  for  two  or  three 
minutes ;  his  skin,  while  the  rigors  were  on,  felt  hot,  and  he  did 
not  complain  of  any  sense  of  cold,  nor  has  he  appeared  chilly 
since.  He  began  to  sweat  about  12  last  night,  and  continued  to 
sweat  profusely  for  two  hours ;  he  sweated  while  shivering. 

He  has  had  very  little  sleep,  and  no  delirium.  At  the  time  of 
the  visit,  the  pulse  was  120,  small  and  weak;  the  respiration  36, 
and  he  was  suffering  from  troublesome  cough.  He  was  lying  on 
his  back ;  though  still  able  to  quit  his  bed  alone,  it  was  with 
extreme  difficulty,  and  the  muscular  movements  generally  were 
very  unsteady.  There  was  a  little  fine  crepitation  at  the  base  of 
the  left  lung  posteriorly.  The  raw  surfaces  left  by  the  blisters 
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applied  to  the  chest  and  side  on  the  15th  and  17th  days  were 
very  sore.  The  tongue  was  moist,  covered  with  a  white  fur, 
and  very  tremulous.  He  had  passed  during  the  twenty-four 
hours  preceding  my  visit,  three  stools,  in  all  two  pints,  of  dirty  red 
fluid,  of  watery  consistence,  containing  several  clots  of  dark  blood 
of  considerable  size.  The  abdomen  was  full  and  resonant,  and 
there  was  some  tenderness  in  the  right  iliac  fossa.  There  were  no 
miliary  vesicles.  Orders  were  given  that  on  no  consideration 
should  he  be  allowed  to  quit  the  horizontal  position.  He  was  to 
use  a  bed-pan.  During  the  night,  however,  he  became,  for  the 
first  time,  very  delirious,  and,  while  so,  left  his  bed. 

From  this  time  till  his  death,  on  the  27th  day  from  the  first 
commencement  of  illness,  the  pulse  continued  to  rise,  so  that,  on 
the  25th  and  26th  days,  it  reached  150  ;  at  the  same  time  it  was 
very  feeble.  The  respirations  increased  in  frequency,  and  became 
chiefly  abdominal. 

On  account  of  the  prostration,  and  the  severity  and  nature  of 
the  abdominal  symptoms,  the  chest  was  examined  only  so  far  as 
to  ascertain  the  existence  of  the  physical  signs  of  pleuro-pneumonia, 
i.e.  friction,  crepitation,  dulness.  At  no  time  was  there  any 
expectoration.  No  fresh  spots  were  observed  after  the  20th 
day — no  miliary  vesicles  at  any  time.  The  delirium  continued, 
but  without  violence.  Generally  wakeful,  he  dozed  frequently  on 
the  25th,  but  was  then  readily  aroused.  The  blistered  surfaces 
continued  very  sore;  the  cheeks  flushed  occasionally;  the  con- 
junctivae  very  pale.  On  the  23rd  day  a  purple  spot,  from  which 
the  cuticle  had  partially  separated,  was  observed  over  the  sacrum, 
and  two  smaller  purple  spots,  one  on  either  buttock.  At  this 
time  the  tongue  became  brown  in  the  centre — it  was  still  moist. 
He  was  often  observed,  during  the  night  of  the  24th  day,  picking 
the  bed-clothes.  He  attempted  to  protrude  his  tongue  when  told, 
on  the  25th  day,  but  its  movements  were  too  unsteady  for  him  to 
accomplish  his  object. 

He  passed  no  stool  jon  the  23rd;  on  the  24th  day,  one  liquid 
stool  of  a  reddish  colour,  with  lumps  of  dark  solid  stool  floating  in 
it.  The  bowels  were  confined  on  the  25th  day,  but  on  the  26th 
he  had  one  solid  stool,  without  any  trace  of  blood. 

On  the  23rd,  it  was  noted  that  he  continued  'very  hoarse,' 
and  '  that  his  voice  was  reduced  to  little  more  than  a  whisper.' 
On  the  night  of  the  25th,  while  delirious,  he  left  his  bed  unassisted. 
On  the  26th  day  he  was  so  prostrate  as  to  be  scarcely  able  to  raise 
his  arm  from  the  bed.  On  the  morning  of  the  27th  day,  reckon- 
ing from  the  first  symptom  of  illness,  or  the  21st,  counting  from 
the  day  he  left  his  work,  I  noted  as  follows  : — 

'Pulse  132,  irregular  in  frequency;  respirations  36;  expres- 
sion still  more  cadaverous  than  yesterday.  Last  night  the  nurse 
reports  that  he  was  very  delirious,  and  attempted  to  quit  his  bed ; 
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tongue  dry  and  brown ;  no  stool ;  much  less  fulness,  but  slight 
tenderness  of  abdomen  ;  no  sleep  night  nor  day  ;  no  coma  vigil.' 

He  died  at  a  quarter  to  nine  the  same  evening. 

An  examination  of  the  body  of  James  W.  was  made  sixteen 
hours  after  death,  the  weather  being  warm  and  dry. 

There  was  no  appearance  of  decomposition.  Cadaveric  rigidity 
was  well  marked.  There  was  some  purplish  discoloration  of  the 
most  depending  part  of  the  body.  The  loose  cellular  tissue  super- 
ficial to  the  recti  abdominis  was  infiltrated  with  blood ;  there  was 
no  distinct  clot.1 

Head. — The  pia  mater  was  somewhat  more  vascular  than 
natural.  There  was  a  little  serosity  beneath  the  arachnoid.  The 
grey  matter  of  the  brain  had  a  pinkish  hue  and  the  red  points  in 
the  white  substance  were  more  numerous  than  usual.  The  con- 
sistence of  every  part  of  the  brain  was  normal.  The  plexus 
choroides  was  pale  ;  a  little  colourless  transparent  serosity  was 
found  in  the  lateral  ventricles,  and  at  the  base  of  the  brain. 

The  pericardium  was  healthy. 

Heart. — Tolerably  firm,  and  large  clots  were  found  in  the 
cavities  of  the  heart.  The  substance  of  the  organ  and  its  valves 
were  perfectly  healthy  ;  it  was  slightly  hypertrophied. 

Larynx. — The  chordae  vocales  were  decidedly  thicker  than 
natural,  and  on  the  left  chorda  were  three  small  superficial  ulcers, 
with  pale  edges.  The  mucous  membrane  of  the  larynx  generally 
was  pale,  and  of  normal  consistence. 

Lungs. — Lymph  and  serosity  in  the  pleurse  proved  the  exis- 
tence of  inflammation  of  that  membrane  during  life.  There  was 
pretty  extensive  granular  and  non-granular  lobular  consolidation, 
especially  affecting  the  posterior  parts  of  the  inferior  lobes.  There 
was  no  trace  of  tubercles. 

The  bronchial  glands  were  large  and  dark. 

The  lining  membrane  of  the  bronchial  tubes  was  of  a  deep  red 
colour. 

The  pharynx  was  pale  and  healthy  in  aspect. 

In  the  oesophagus,  about  two  inches  below  the  pharynx,  were  four 
ulcers,  each  from  2  or  3  lines  in  length ;  they  were  quite  super- 
ficial ;  their  edges  and  floors  pale. 

The  stomach  was  contracted  ;  its  mucous  membrane  was  very 
rugose.  There  was  much  punctiform  redness  of  the  mucous  mem- 
brane near  the  cardiac  orifice,  and  at  the  red  parts  it  was  softer 
than  elsewhere.  The  pyloric  half  (excluding  two  inches  next  the 
pylorus)  was  mammillated.  There  was  no  trace  of  ulceration  of  its 
lining  membrane. 

1  Dr.  John  Reid  observed  only  four  examples  of  effusion  of  blood  into  the 
cellular  tissue,  without  external  violence,  out  of  500  bodies  he  examined. 
He  regarded  the  fact  of  importance  in  a  medico-legal  point  of  view.  See 
Phys.,  Patholog.,  and  Anat.  Researches,  by  Dr.  J.  Reid,  p.  510. 
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Small  intestines. — The  mucous  membrane  of  the  jejunum  and 
ileum  was  somewhat  softer  than  natural.  The  free  margins  of 
the  valvulce  conniventes  were  thickly  studded  with  red  puncta. 

From  the  upper  portion  of  the  ileum  shreds  of  mucous  mem- 
brane half  an  inch  in  length  were  obtainable  with  facility. 

About  seven  feet  above  the  ileo-csecal  valve,  on  one  of  Peyer's 
patches,  was  a  thickened  spot,  the  thickening  being  confined  to  the 
mucous  and  submucous  tissues.  The  centre  of  this  spot  was 
occupied  by  an  ulcer  3  lines  in  diameter ;  the  edges  of  the  ulcer 
were  red;  its  floor  was  formed  of  transverse  muscular  fibres. 
About  fourteen  inches  lower  in  the  gut  was  another  and  similar 
ulcer;  and,  from  that  point  downwards,  every  Peyer's  patch  was 
very  extensively  destroyed  by  ulceration.  The  edges  of  the  ulcers 
overlapped  the  floors,  the  latter  being  covered  with  a  tough,  thick, 
amorphous,  sloughy-looking  substance,  or  it  was  formed  by  the 
naked  transverse  muscular  fibres.  In  one  or  two  of  the  ulcers  the 
centre  of  the  floor  was  formed  by  longitudinal  muscular  fibres, 
and  in  two  the  peritoneum  was  exposed.  The  ulcers  increased  in 
size  as  they  approached  the  ileo-csecal  valve.  High  up  the  in- 
testine the  edges  of  the  ulcers  were  bright  red ;  next  the  caecum 
they  were  deep  grey. 

Between  these  oval  ulcers  were  many  smaller  circular  ulcers, 
the  latter  varying  in  size  from  a  pin-head  to  half  an  inch  in 
diameter.  As  the  larger  oval  ulcers  were  evidently  seated  on 
Peyer's  patches,  so  these  smaller  circular  ulcers  appeared  to  occupy 
the  situation  of  the  solitary  glands.  Thickly  scattered  over  the 
lower  four  feet  of  the  ileum  were  minute  elevated  white  points; 
they  were  about  the  size  of  small  pin-heads,  and  were  evidently 
due  to  some  change  in  or  beneath  the  glands.  The  mucous  mem- 
brane of  the  last  twelve  inches  was  decidedly  softened ;  higher  up 
it  retained  its  normal  consistence. 

The  large,  intestines  were  healthy  in  all  particulars. 

The  mesenteric  glands  were  large,  varying  in  size  from  a  pea  to 
a  large  nut, — soft,  friable,  and  of  a  pale  yellowish  red  colour. 
The  largest  were  those  in  the  vicinity  of  the  ileo-csecal  valve. 

There  was  no  enlargement  of  the  lumbar  or  mesocolic  glands. 

The  peritoneal  cavity  contained  about  twelve  ounces  of  trans- 
parent yellow  serosity,  in  which  floated  a  transparent,  yellowish, 
jelly-like  mass  of  considerable  size.  By  pressure  it  was  converted 
into  an  opaque,  stringy,  elastic  substance,  much  smaller  than  the 
original  mass. 

The  serous  membrane  lining  the  abdominal  parietes  was  more 
opaque  than  natural,  and  through  it  could  be  seen  much  capillary 
injection.  The  vessels  of  the  peritoneum  corresponding  to  the 
ulcers  in  the  ileum  were  also  finely  injected  with,  blood. 

The  liver  was  pale  and  flabby ;  its  acute  margin  was  over- 
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lapped  by  the  transverse  arch  of  the  colon.  The  gall  bladder  dis- 
tended with  thin  greenish-yellow  bile;  its  lining  membrane 
healthy  in  all  respects. 

The  pancreas  was  pale  and  firm. 

The  spleen  weighed  10|  oz. ;  its  vertical  diameter  was  7£ 
inches ;  its  antero-posterior,  4  inches.  It  was  dark  and  firm. 

The  kidneys  were  congested,  but  appeared  otherwise  healthy. 
Their  pelves  were  somewhat  more  injected  than  usual.  The 
ureters  were  pale  and  healthy. 

The  bladder  was  contracted,  and  contained  very  little  trans- 
parent yellow  urine.  Its  lining  membrane  was  minutely  injected  : 
on  its  anterior  surface  were  numerous  minute  scarlet  points ;  its 
posterior  surface  had  a  purplish  hue.  Scattered  over  the  anterior 
and  posterior  surface  were  numerous  patches,  of  a  dirty  yellow 
colour,  distinctly  elevated  above  the  level  of  the  adjacent  mucous 
membrane.  At  some  places  the  yellow  substance,  by  the  effusion 
of  which  these  patches  were  formed,  was  removable  without  in- 
jury to  the  subjacent  membrane ;  at  others  it  appeared  to  be  in- 
corporated with  the  latter.  The  mucous  membrane  immediately 
around  these  yellow  patches  was  of  a  vivid  scarlet  or  of  a  deep 
purple  colour,  gradually  shading  off.  Here  and  there  the  surface 
of  the  mucous  membrane  was  destroyed  by  minute  superficial 
ulcers.  The  aspect  of  the  whole  mucous  membrane  was  identical 
with  that  of  the  large  intestine  in  some  forms  of  dysentery. 

The  ganglia  of  the  solar  plexus  were  carefully  dissected  out,  and 
appeared  perfectly  healthy. 

This  case  illustrates  certain  facts  common  in  typhoid 
fever :  1st,  the  gradual  accession  of  the  illness.  J.  W.  felt 
unwell  a  week  before  quitting  his  work.  He  continued  to 
move  about  the  house,  more  or  less,  for  a  week  after  he 
quitted  his  work,  and  was  able  during  the  fourth  week  to 
reach  the  close  stool  without  aid.  As  a  rule,  it  is  better  to 
date  the  onset  of  the  disease  from  the  first  sense  of  illness. 
Men  of  the  age  and  in  the  rank  of  life  of  J.  W.  continue 
their  employment  as  long  as  they  are  able,  taking  but  little 
heed  of  that  which  others  might  consider  serious  ailment. 
In  estimating  the  period  of  any  two  given  diseases  at  which 
persons  affected  with  either  take  to  their  beds,  it  is  essential 
that  persons  in  the  same  rank  of  life  only,  as  near  as  may 
be,  should  be  counted. 

2nd,  His  memory  was  defective.  He  thought  time  pro- 
longed; thus,  after  having  resided  in  the  hospital  twenty- 
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four  hours,  he  stated  he  had  been  there  three  days.  At  the 
same  time  there  was  no  delirium. 

3rd,  The  pupils  were  fully  as  large  as  natural. 

4th,  The  stools  were  numerous  and  watery. 

5th,  Sonorous  rale  was  heard  over  the  whole  chest. 

6th,  There  were  rose  spots  on  the  trunk  when  he  first 
came  under  observation.  These  spots  ran  their  ordinary 
course,  i.e.  they  remained  for  two  or  three  days  and  then 
disappeared — fresh  spots  making  their  appearance  every  day 
or  two,  without  relation  to  those  which  preceded  them. 

7th,  Flushing  of  the  cheeks ;  a  transient  but  frequently 
recurring  circumscribed  pink  flush  on  one  or  both  cheeks  is 
one  of  the  most  constant  symptoms  in  typhoid  fever. 

8th,  The  splenic  dulness  was  extensive. 

9th,  The  shape  of  the  abdomen  and  its  resonance  and 
the  gurgling,  were  all  signs  common  in  well-marked  cases  of 
typhoid  fever. 

It  is  important  to  observe  that  perspiration  pretty  copious 
in  quantity  occurred  repeatedly,  without  any  relief  to  the 
symptoms.  Louis  pointed  out  the  tendency  of  blistered  sur- 
faces to  ulcerate  in  typhoid  fever.  This  case  illustrates  the  fact. 

With  reference  to  the  hemorrhage,  it  may  be  remarked 
that  this  man  had,  before  his  admission,  taken  repeated  doses 
of  an  irritating  purgative. 

Blood  was  first  observed  in  the  stools  on  the  15th  day. 
The  colour  of  the  stools  was,  as  is  usual  in  typhoid  fever, 
more  or  less  red.  The  reddish  brown  colour  and  peculiarly 
offensive  odour  noted  on  the  17th  day  are  very  common 
characters  of  typhoid  stools,  containing  a  moderate  quantity 
of  blood.  The  clots,  on  the  following  day,  indicated  that 
the  blood  had  been  poured  out  rapidly,  and,  therefore, 
probably  from  a  vessel  of  some  size ;  blood  is  never  poured 
out  from  the  general  surface  of  the  intestine  in  typhoid 
fever,  its  escape  is  invariably  due  to  destruction  of  tissue  of 
appreciable  magnitude — ordinarily,  as  I  have  before  said,  in 
consequence  of  the  separation  of  a  slough  of  some  size  laying 
open  one  or  more  veins  or  arteries.  The  condition  of  the 
bowels  and  the  character  of  the  stools  during  the  last  four 
days  of  his  life  are  interesting.  The  bowels  were  confined, 
or  he  passed  only  a  small  quantity  of  solid  stool,  in  which 
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there  was  no  trace  of  blood.  This  man  did  not  then  die,  as 
the  next  case  did,  from  the  hemorrhage  directly  but  in- 
directly; the  loss  of  blood  perhaps  might  have  tended  to 
bring  about  the  fatal  termination.  The  hemorrhage  occurred 
at  that  period  of  the  disease  when  he  was  the  least  able  to 
bear  it.  Although  he  had  just  lost  a  considerable  quantity 
of  blood,  inflammation  of  the  lung  and  pleura  set  in  early  on 
the  morning  of  the  twenty-first  day.  The  blood-letting  did 
not  prevent  the  supervention  of  the  pleuro-pneumonia. 

The  attack  was  ushered  in  by  severe  rigors.  Louis  re- 
gards the  occurrence  of  rigors  in  the  progress  of  typhoid 
fever  as  invariably  indicating  the  establishment  of  local  in- 
flammation. This  case  illustrates  and  supports  his  position. 
It  affords  an  example  of  serous  inflammation  being  set  up  in 
the  course  of  typhoid  fever.  The  frequency  with  which  the 
pleura  becomes  the  seat  of  inflammatory  action,  and  of  the 
effusion  of  lymph,  will  be  abundantly  evident  from  the  cases 
here  related.  Recent  adhesions  were  found  in  the  pleura 
of  Fanny  P.,  Case  xxm. ;  and  I  shall  have  occasion  to  point 
out  the  same  lesion  in  several  other  cases.  The  tremor  of 
the  tongue  and  limbs,  out  of  all  proportion  to  the  mental 
aberration,  were  important  signs,  as  indicative  of  extensive 
intestinal  disease.  I  shall  advert  to  this  fact  when  comment- 
ing on  the  next  case.  The  delirium,  when  it  did  occur,  was 
of  the  character  common  in  typhoid  fever :  the  patient  fre- 
quently left  his  bed — it  was  active.  The  occurrence  of 
carphology — a  dry,  brown  tongue — extreme  prostration — 
sloughing  of  the  sacrum,  and  the  continuance  of  active 
delirium,  taken  together,  showed  how  deeply  the  nervous 
system  had  at  last  become  involved. 

The  recorded  particulars  of  the  examination  after  death 
of  the  body  of  J.  W.  very  clearly  prove  that  typhoid  fever  is 
not  an  inflammation  of  the  brain.  The  ulcer  on  the  chorda 
vocalis,  and  the  thickening  of  the  substance  of  both  chordae, 
afford  a  ready  explanation  of  the  hoarseness.  No  symptoms 
during  life  had  indicated  the  ulcers  in  the  oesophagus.  The 
gastric  mucous  membrane,  although  not  healthy  over  its 
entire  surface,  was  too  slightly  affected  for  us  to  consider  its 
lesion  to  have  been  the  cause  of  the  grave  symptoms  from 
which  James  W.  suffered. 

s 
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The  ileum  offered  a  good  example  of  one  form  of  the 
anatomical  character  of  typhoid  fever, — the  plaques  molles 
of  Louis.  The  ulcers  were  seated  on  Peyer's  patches ;  they 
increased  in  extent  as  they  approached  the  ileo-csecal  valve. 
The  floors  of  the  ulcers  were  formed,  according  to  the  depth 
of  the  ulcers,  by  submucous  cellular  tissue,  transverse  or 
longitudinal  muscular  fibres,  or  peritoneum.  It  is  rare  to 
find  the  longitudinal  muscular  fibres  forming  the  floor  of  an 
ulcer;  the  transverse  are  constantly  exposed.  Perforation 
must  shortly  have  followed.  The  thickening  of  the  patches 
was  due — as  in  Case  xxm. — to  increased  thickness  of  the 
mucous  and  submucous  coats,  and  not,  as  in  the  next  case — 
Case  xxvu. — to  a  deposit  in  the  substance  of  the  submucous 
cellular  tissue — i.e.  the  plaques  dures  of  Louis.  The  solitary 
glands  were  affected  in  the  same  manner  as  the  agminated. 
The  softened  condition  of  the  mucous  membrane  of  the  lower 
twelve  inches  was  of  secondary  moment.  The  presence  of  a 
fibrinous  clot  in  the  peritoneal  cavity  is  interesting.  "Was  it 
the  result  of  inflammatory  action  set  up  in  the  peritoneum 
corresponding  to  the  ulcers  of  Peyer's  patches  ?  That  portion 
of  the  peritoneum  is  often  covered  by  recently  formed  false 
membrane — an  attempt  on  the  part  of  Nature  to  guard  the 
peritoneum  from  perforation.  I  have  before  adverted  to  the 
condition  of  the  bile  in  typhoid  fever.  It  presented  in  this 
case  the  characters  ordinarily  observed  in  the  affection 
referred  to  in  contradistinction  to  those  presented  by  it  in 
typhus  fever — i.e.  thickness  of  consistence  and  darkness  of 
colour.  The  urinary  bladder  had  evidently  been  the  seat  of 
inflammatory  action  during  life.  The  dirty  yellow  elevated 
patches,  and  the  ulcers  on  its  mucous  membrane  bore 
evidence  of  the  extent  it  had  partaken  of  the  general  dis- 
ease. 

The  reader's  attention  is  requested  to  the  condition  of  the 
abdominal  portion  of  the  sympathetic  nerve.  Eokitansky 
and  some  other  German  observers  have  stated  that  nerve 
to  be  invariably  diseased  in  typhoid  fever.  In  this  case,  as 
well  as  in  some  others  I  have  examined — in  one  examination 
I  was  assisted  by  my  friend  Dr.  Beck,  than  whom  no  one  can 
be  better  able  to  give  an  opinion  as  to  the  healthy  structure 
of  the  sympathetic — the  great  abdominal  ganglia  and  plexuses 
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offered  in  all  particulars  the  characters  of  health.  This 
remark  applies  to  cases  of  typhus  and  typhoid  fever. 

Taken  as  a  whole,  the  most  striking  circumstance  revealed 
by  the  examination  of  the  body  of  J.  W.  was  the  number 
of  organs  that  had  during  life  been  the  seat  of  ulceration — 
larynx,  oasophagus,  ileum,  colon,  and  urinary  bladder;  and 
of  those  that  had  suffered  from  inflammation, — pleura,  lungs, 
peritoneum,  etc.,  etc. 

Disseminated  inflammations,  disseminated  ulcerations, 
these  are  the  two  features  eminently  characteristic  of  typhoid 
fever. 

CASE  XXVII. — Without  known  exposure  to  contagion — 
in  a  male,  aged  23 :  headache — trifling  rigors — confined 
bowels — nausea — slight  increase  in  frequency  of  pulse — 
loaded,  moist,  tremulous  tongue — finally,  loss  of  appetite — 
little  sleep — muscular  movements  tremulous — one  rose  spot 
—hemorrhage  from  the  bowels,  and  death  from  fainting  on 
the  25th  day  of  disease. 

Thirty-six  hours  after  death. — Marked  cadaveric  rigidity 
— thickening  and  ulceration  of  Peyer's  patches,  and  of  the 
solitary  glands,  of  the  large  and  small  intestines — enlarge- 
ment and  softening  of  the  mesenteric  glands — enlargement 
and  softening  of  the  spleen. 

Peter  A.,  aged  23,  5  feet  3  inches  in  height,  moderately  stout, 
fair  skin,  dark  hair  and  eyes,  by  trade  a  carpenter,  was  admitted 
into  the  London  Fever  Hospital,  August  28th,  1847.  He  was  a 
man  of  temperate  habits ;  he  had  lived  in  London  sixteen  months 
only ;  he  attributed  his  present  illness  to  exposure  to  damp  and 
cold.  The  first  symptoms  were  headache,  slight  rigors,  pain  at 
the  epigastrium,  and  nausea.  He  had  epistaxis  the  day  before  his 
admission.  His  bowels  were  confined  from  the  outset.  I  saw  him 
for  the  first  time  the  day  after  his  admission — i.e.  on  August  29th, 
the  llth  day  of  illness.  At  this  time  the  man  appeared  to  ail 
very  little.  He  slept  well ;  his  mind  was  perfectly  collected,  his 
memory  good.  There  was  a  little  headache,  and  some  vertigo 
when  he  stood  erect. 

There  was  no  marked  loss  of  strength,  he  left  his  bed  unassisted 
with  perfect  facility,  and  could  walk  without  aid ;  nor  did  he  com- 
plain of  any  particular  sense  of  weakness. 

His  tongue,  loaded  with  yellowish  fur,  was  tremulous ;  yet  he 
had  some  appetite,  and  there  was  no  thirst.  There  was  no 
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abnormal  fulness  of  the  abdomen,  but  he  made  slight  complaint 
when  it  was  pressed  firmly.  His  bowels  were  confined.  The 
pulse  was  80,  regular,  soft ;  there  was  no  cough,  with  the  exception 
of  a  faint  soft  murmur  with  the  first  sound  of  the  heart  heard  at 
the  base  only ;  there  were  no  abnormal  physical  chest-signs. 

The  skin  was  warm ;  there  were  no  spots. 

Half-an-ounce  of  castor  oil  was  ordered  to  be  given  directly, 
and  a  little  simple  saline  medicine  every  six  hours. 

On  the  following  day  the  tongue  was  cleaner;  the  castor-oil 
had  acted  three  times ;  he  said  he  had  slept  well. 

September  1st,  i.e.  the  14th  day  of  disease. — Pulse  80; 
tongue  cleaning ;  two  stools. 

September  4th,  i.e.  the  17th  day. — Pulse  80;  no  stool; 
tongue  still  furred  posteriorly  ;  appetite  returning. 

September  7th,  i.e.  the  20th  day. — Pulse  84 ;  tongue  furred 
and  tremulous ;  two  stools ;  a  little  appetite. 

On  the  22nd  day  his  pulse  had  risen  to  96.  He  complained 
of  want  of  sleep ;  there  was  no  headache ;  much  thirst ;  a  total 
loss  of  appetite ;  and  not  only  was  the  tongue,  which  continued 
moist  and  furred,  tremulous,  but  the  whole  of  the  muscular  move- 
ments were  unsteady,  yet  he  sat  up  in  bed  quickly  when  bid,  sup- 
ported himself  without  aid,  and  with  facility  left  his  bed  unassisted. 
One  rose  spot  was  observed  on  his  back. 

On  the  24th  day  of  his  illness,  about  half-past  one  A.M.,  I  made 
the  following  note:  'Pulse  96 — slept  but  little — mind  unaffected 
— tongue  rather  dry — a  little  pale  brown  fur  in  its  centre — two 
stools  the  last  twenty-four  hours.' 

In  about  half-an-hour  I  was  recalled  in  haste  to  his  bed. 

He  had  placed  himself  on  the  close  pan  as  soon  as  I  had  quitted 
the  ward.  The  nurse  observed  him  turn  pale  and  assisted  him  on 
to  the  bed.  The  close-pan  was  half-full  of  a  reddish  fluid  mixed 
with  large  dark  clots  of  blood.  There  was  no  fseculent  matter. 
His  whole  surface,  although  warm,  was  pallid.  The  abdomen  was 
full  and  resonant — there  was  no  tenderness. 

Four  discharges  of  blood,  very  large  in  quantity,  followed ;  the 
last  at  4  A.M.,  when  he  fainted,  and  died  instantly. 

Examination  of  the  body  of  Peter  A.,  thirty-six  hours  after  death. 
— Weather  cool.  The  cadaveric  rigidity  was  well  marked  (even 
fifty  hours  after  death) — the  surface  was  markedly  bloodless. 
There  was  no  appearance  of  decomposition ;  very  little  fat  on  the 
abdominal  or  thoracic  parietes. 

Head. — The  membranes  and  substance  of  the  brain  were  very 
pale,  and  in  all  other  particulars  healthy. 

The  pericardium  contained  a  little  transparent  yellow  serosity. 

Much  dark  fluid  blood  escaped  on  dividing  the  aorta,  pulmon- 
ary artery,  veins,  and  vense  cavse.  Cavities  of  the  heart  were  empty. 
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Heart. — The  substance  was  pale  and  flabby.  There  was  a  little 
thickening  of  the  free  edge  of  the  aortic  valves,  and  some  beading 
of  the  free  edge  of  the  greater  section  of  the  mitral  valve. 

The  larynx,  trachea,  bronchial  tubes,  and  lungs  were  healthy, 
excepting  a  few  old  adhesions  between  pulmonary  and  costal 
pleura.  The  bronchial  glands  converted  into  putty-like  and  creta- 
ceous matter. 

The  mucous  membrane  of  the  pharynx  and  cesophagus  was  pale 
and  healthy ;  that  of  the  stomach  slightly  rugose,  pale,  not  mam- 
millated,  and  of  normal  consistence. 

The  mesenteric  glands  were  enlarged, — some  were  as  big  as 
filberts, — the  largest  corresponded  to  the  lower  part  of  the  ileum. 
Their  colour  varied  from  pale  purple  to  greyish  yellow.  In  the 
centre  of  several  was  an  opaque  deposit  of  a  yellowish  white 
colour,  and  of  a  soft  and  friable  consistence.  About  three  and  a 
half  yards  above  the  ileo-caecal  valve  was  one  of  Peyer's  patches, 
opaque  and  thickened  at  intervals.  On  the  next  patch  were  two 
or  three  thickened  spots,  each  three-eighths  of  an  inch  in  diameter. 
The  deposit  to  which  the  increase  in  thickness  was  due,  was  of  a 
pink  colour,  and  had  its  seat  in  the  substance  of  the  submucous 
tissue.  The  mucous  membrane  covering  this  patch  was  pale  and 
softened.  From  this  point  to  half  a  yard  above  the  ileo-csecal 
valve,  every  patch  was  more  or  less  similarly  affected.  A  few  of 
the  solitary  glands  between  the  patches  were  also  enlarged. 

Every  patch  in  the  last  half  yard  of  the  ileum  was  ulcerated  ; 
the  floors  of  some  of  the  ulcers  were  covered  with  an  opaque, 
yellow,  and  structureless  mass ;  in  others,  the  transverse  muscular 
fibres  were  exposed,  or  covered  merely  by  a  thin  layer  of  sub- 
mucous  cellular  tissue. 

Water  thrown  into  the  superior  mesenteric  artery,  welled  forth 
from  the  edge  of  one  of  the  ulcers.  The  solitary  glands  between 
the  patches  were  considerably  larger  than  natural ;  the  mucous 
membrane  on  their  apices  softer  than  natural.1 

Large  intestines, — The  mucous  membrane  of  the  caecum  was  of 
a  deep  grey  colour,  but  normal  in  consistence  and  thickness ;  that 
of  the  colon  bright  red  mottled  with  grey.  Scattered  over  it 
were  several  round  spots,  about  a  line  in  diameter,  considerably 
elevated ;  their  centres  white  and  opaque ;  their  bases  grey.  In 
some  places,  the  central  white  spot  had  partially  separated,  a  line 
of  ulceration  having  been  set  up  around  it.  Here  and  there  the 
little  white  slough  had  separated,  and  a  small  ulcer  marked  the 
spot  it  had  formerly  occupied. 

The  liver  was  pale,  its  consistence  good. 

1  For  a  more  minute  description  of  the  intestines  in  this  case,  see  papers 
reprinted  from  the  Edinburgh  Monthly  Journal  (siepra,  p.  76). 
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The  spleen  was  large,  it  weighed  1 3  ozs. ;   it  was  soft  but 
not  pulpy. 

The  kidneys  and  urinary  bladder  were  in  all  respects  normal. 

This  case  is  one  of  marked  interest.     It  affords  an  illus- 
tration of  what  has  been  termed  latent  typhoid  fever.    The 
man,  on  his  admission,  appeared  to  be  suffering  from  slight 
gastric  disturbance :  the  foul  moist  tongue,  the  partial  loss  of 
appetite  and  absence  of  thirst,  with  slight  tenderness  of  the 
abdomen,  and  pulse  scarcely  accelerated.    A  gentle  purgative, 
rest,  and  abstinence,  it  was  supposed,  would  soon  restore 
Peter  A.  to  health.     The  tremulous  state  of  the  tongue,  how- 
ever,  awakened    some    suspicions,   especially   as    the    man 
affirmed  that  he  was  of  temperate  habits.    Yet  who  can 
trust  to  the  affirmation  of  hospital  patients  on  this  head  ?x 
The  continuance  of  the  tremulous  Tcondition  of  the  tongue, 
on  the  20th  day  of  disease,  and  the  10th  of  his  residence  in 
the  hospital,  even  though  the  tongue  was  cleaner  than  on 
admission,  and  he  had  a  little  appetite,  was  a  very  grave 
symptom.     The  general  muscular  unsteadiness,  increase  in 
the  frequency  of  the  pulse,  want  of  sleep,  and  the  rose  spot, 
rendered   the  probability  still  higher,   that   the  man  had 
typhoid  fever;  but  one  cannot  say  that  all  doubt  was  dis- 
pelled till  the  occurrence  of  that  symptom,  which  at  once 
rendered  the  diagnosis  certain,  and  the  prognosis  most  grave. 
If  the  extent  of  the  splenic  dulness  had  been  percussed  out, 
less  doubt  would,  perhaps,  have  been  entertained  as  to  the 
nature  of  the  case.     Three  years'  experience,  since  this  case 
came    under    observation,  has  led  me   to   attach  extreme 
importance,   in    typhoid  fever,   to   muscular   tremor,  when 
unaccompanied  by  mental  disturbance  of  a  grave  character, 
as   indicative   of    extensive  ulceration,   or,  rather,   of  deep 
destruction,  by  ulceration  or   sloughing  of  the   agminated 
glands.    In  these  cases,  hemorrhage  and  perforation  are  very 
common.     Not  long  since,  I  ventured,  from  the  muscular 
tremor  being  in  a  temperate  man  labouring  under  typhoid 
fever,  out  of  all  proportion  to  the  mental  abnormal  pheno- 
mena, to  write  to  a  friend  in  daily  attendance  on  the  case, 
but  who  was  unable  to  meet  me,  that  he  must  beware  of 

1  The  majority  of  hospital  patients  should  be  asked  not  if  they  drink,  but 
when  they  were  drunk  last. 
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hemorrhage  or  perforation.  I  visited  the  patient  again  in  a 
week,  and  was  met  by  the  cry  of  the  nurse,  '  Oh,  Sir,  he  has 
just  passed  such  a  quantity  of  blood  ! '  and  the  same  evening, 
on  seeing  the  patient  again,  by  '  Oh,  Sir,  he  is  in  such  pain — 
he  has  been  screaming  with  agony ! '  Perforation  had 
occurred. 

The  absence  of  diarrhoea — nay,  the  presence  of  constipa- 
tion— is  another  symptom  which  may  mislead  the  inexperi- 
enced ;  it  is,  however,  by  no  means  a  very  rare  occurrence  in 
typhoid  fever.  I  shall  have  occasion  to  refer  to  more  than 
one  example.  No  more  striking  illustration  of  the  absurdity 
of  supposing  prostration,  a  dry  brown  tongue,  hot  skin,  and 
delirium,  to  be  the  essential  symptoms  of  fever  could  be 
offered  than  that  of  the  case  of  Peter  A :  no  more  striking  proof 
of  the  imperfect  character  of  the  description  of  fever  contained 
in  English  systematic  works  on  medicine.  Typhoid  fever  is  a 
very  common  disease,  especially  in  young  persons ;  it  is  the 
endemic  fever  of  London ;  but,  from  its  latent  character,  i.e. 
from  its  being  frequently  unaccompanied  by  Cullen's 
diagnostic  characters,  it  is  misunderstood,  and  too  often  mal- 
treated by  the  patient,  his  friends,  or  his  medical  advisers, 
e.g.  my  own  case,  referred  to  at  the  commencement  of  this 
essay,  p.  167. 

The  examination  after  death  proved  that  a  small  branch 
of  the  mesenteric  artery  had  been  opened  by  the  detachment 
of  a  slough,  illustrating  my  assertion,  that  hemorrhage  from 
the  bowels,  in  typhoid  fever,  has  its  origin  in  destruction, 
either  in  mass  or  molecular,  of  the  intestinal  coats. 

The  duration  of  typhoid  fever  is  from  twenty-one  to  thirty 
days.  There  was  no  attempt  at  reparation  in  this  case ;  in 
fact,  the  fever  had  not  run  its  full  course.  The  lesion  of  the 
patches  was  that  described  by  Louis  as  plaques  dures ;  there 
was  a  deposit  of  a  non-vascular  material  in  the  substance  of 
the  submucous  coat,  and  to  the  presence  of  this  deposit  the 
thickened  state  of  the  patches  was  due.  A  similar  material 
was  found  in  the  mesenteric  glands.  It  appears  probable, 
that  by  about  the  30th  day  of  disease  the  whole  of  this 
almost  structureless  deposit,  acting  as  a  foreign  body,  is 
thrown  out  by  sloughing  from  Peyer's  patches.  Whether 
it  is  ever  there  metamorphosed  and  absorbed,  as  in  some 
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cases  it  unquestionably  is  from  the  mesenteric  glands  (an 
example  of  which  I  propose  subsequently  to  describe),  admits 
of  doubt.  The  condition  of  the  mucous  membrane  of  the 
large  intestine  was  interesting,  as  exhibiting  one  mode  in 
which  ulceration  of  that  membrane  commences.  The  spleen 
presented  the  characters  it  so  often  does  in  typhoid  fever :  it 
was  considerably  enlarged,  and  softer  than  natural.  In  these 
particulars  it  resembled  the  spleen  of  Fanny  P.,  Case  xxin., 
who  died,  it  may  be  remembered,  on  the  23rd  day  of  disease, 
and  that  of  James  W.,  Case  xxvi.,  who  died  on  the  27th  day. 
In  Jane  T.,  Case  xxn.,  who  survived  till  the  33rd  day,  the 
spleen  was  rather  small,  but  then  its  corrugated  surface 
rendered  it  probable  that  in  her,  too,  at  some  earlier  period 
of  the  disease,  it  had  been  enlarged.  These  observations 
accord  with  those  made  by  Louis ;  he  found  that,  in  the 
forty-six  fatal  cases  he  analysed,  it  was  between  the  20th  and 
30th  day  of  the  disease  that  the  organ  in  question  attained 
its  maximum  size ;  and  that,  after  the  30th  day,  it  appeared 
gradually  to  return  to  its  normal  dimensions. 

I  shall  now  detail  the  particulars  of  a  case,  in  which, 
although  the  quantity  of  blood  lost  was  pretty  consider- 
able, yet  the  patient  did  well. 

CASE  XXVIII. — In  a  man,  35  years  of  age,  after  five 
months'  residence  in  London — depression  of  spirits — cold  chills 
— headache — loss  of  strength — violent  delirium — a  want  of 
sleep — eruption  of  rose  spots — diarrhoea — hemorrhage  from 
the  bowels — convalescence  between  the  20th  and  30th  day 
of  disease. 

James  S.,  an  ostler,  aged  35,  of  temperate  habits,  was  ad- 
mitted, Saturday,  July  20,  1850,  into  the  London  Fever  Hospital, 
under  the  care  of  Dr.  Tweedie.  James  S.  was  a  thin  man,  with 
fair  skin  and  red  hair.  His  friends  stated  that  he  had  always 
enjoyed  health  till  his  present  attack  ;  that  six  months  before 
entering  the  hospital  he  left  Cumberland  to  reside  in  London. 
About  a  month  before  his  present  illness  he  lost  a  sum  of  money  ; 
this  loss  caused  him  much  depression  of  spirits.  On  the  Tuesday 
preceding  his  entrance  into  the  hospital  he  was  seized  with  cold 
chills  and  headache.  He  took  to  his  bed  directly.  His  bowels 
were  confined  till  after  the  administration  of  aperients.  On  the 
following  night,  Wednesday,  July  13th,  he  became  violently 
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delirious ;  he  was  restrained  in  bed  with  some  difficulty.  Whether 
James  S.  had  experienced  any  symptoms  of  illness  before  the  day 
he  took  to  his  bed  it  was  impossible  to  ascertain,  in  consequence  of 
his  previous  state  of  mental  depression. 

On  the  21st  I  made  the  following  notes: — 'Is  reported  to 
have  slept  well ;  no  headache ;  mind  confused  and  wandering  ; 
expression  natural  ;  complexion  clear  ;  colour  of  cheeks  natural ; 
no  flush ;  no  injection  of  conjunctives ;  no  dislike  to  light ; 
pupils  normal ;  on  the  temples  are  the  marks  of  eight  or  ten 
leech  bites. 

He  leaves  his  bed  unassisted,  but  with  considerable  difficulty ; 
tongue  moist,  anterior  half  red,  posterior  half  slightly  furred  ; 
no  stool ;  no  gurgling,  tenderness,  nor  abnormal  fulness  of  the 
abdomen  ;  no  thirst ;  no  appetite.  Pulse  108,  soft ;  respiration 
quiet ;  cough  trifling ;  skin  warm,  dry,  and  clear.' 

During  the  night  he  was  delirious,  and  while  so  left  his  bed 
with  the  intention  of  dressing.  Slept  but  little.  On  the  following 
day  he  passed  one  relaxed  stool ;  gurgling  was  observed  in  the 
iliac  fossa,  and  his  tongue  was  dry  and  glazed.  On  the  23rd  there 
was  little  change;  but  on  the  24th  of  July  his  mind  was  in  its 
natural  state.  All  delirium  and  confusion  of  intellect  had  dis- 
appeared ;  his  pulse  was  only  72  ;  a  few  imperfectly  marked  rose 
spots  were  observed  on  the  abdomen  and  thorax ;  he  passed  two 
stools.  On  the  morning  of  the  25th  there  was  little  change,  ex- 
cepting that  the  bowels  were  more  relaxed ;  five  stools  had  been 
passed  the  preceding  twenty-four  hours. 

July  26th,  the  following  notes  were  made  : — '  Tongue  dry, 
glazed,  and  tremulous.  The  nurse  states  that  yesterday  afternoon 
after  the  visit  he  had  two  copious  evacuations  from  the  bowels  of 
pure  blood.  He  has  passed  two  stools  to-day,  and  in  both  are 
clots  of  blood — the  abdomen  is  slightly  concave,  there  is  neither 
tenderness  nor  gurgling  in  the  abdomen — the  rose  spots  noted  on 
the  abdomen  are  now  well  marked — the  skin  is  hot  and  dry — the 
pulse  is  80,  soft.' 

On  the  next  day,  July  27,  the  tongue  became  moist,  and  there 
was  for  the  first  time  a  little  appetite  ;  his  mind  was  normal  in  all 
respects ;  the  stools,  one  and  two  respectively,  on  this  and  the 
following  day,  were  relaxed  and  very  dark.  On  the  29th  and  30th 
the  bowels  were  confined.  On  the  31st  he  passed  one  copious 
relaxed  stool ;  an  emollient  clyster  was  administered  in  the  evening 
of  the  same  day,  and  2  drms.  of  castor-oil  on  the  morning  of 
the  1st  of  August,  but  no  stool  was  passed  on  the  latter  day. 
After  this,  however,  his  bowels  acted  daily  by  means  of  a  small 
dose  of  castor-oil  administered  every  morning.  On  the  28th  of 
July  two  fresh  rose  spots  were  observed  on  the  abdomen.  On  the 
29th  of  July  two  new  rose  spots  were  again  noted,  and  on  the 
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31st  several  fresh  ones.  At  this  time  the  pulse  was  only  76,  and 
he  was  gaining  strength.  On  August  4th,  i.e.  probably  between 
the  20th  and  30th  day  of  disease,  when  the  last  note  of  the  case 
was  made,  his  pulse  was  only  64 — his  appetite  was  good,  tongue 
nearly  clear — his  bowels  had  acted  twice  the  preceding  twenty-four 
hours,  the  stools  being  formed,  and  natural  in  appearance.  It  was 
noted  that  he  had  evidently  lost  much  flesh  since  his  admission, 
and  also  that  a  blister  applied  to  the  nape  of  his  neck  before  he 
came  under  observation  had  not  healed :  he  was  gaining  strength 
daily.  He  left  the  hospital  August  10th. 

Experience  has  proved  that  those  who  have  only  recently 
taken  up  their  abode  in  large  cities  are  particularly  liable  to 
be  attacked  with  typhoid  fever.  James  S.'s  case  illustrates 
this  fact.  The  exact  date  at  which  his  illness  began  could 
not  be  fixed.  The  depression  of  spirits  under  which  he  had 
laboured  for  a  month  before  he  took  to  his  bed  not  only 
rendered  him  more  susceptible  to  the  influence  which  excites 
the  disease,  be  it  contagious  or.  not,  but  also  prevented  his 
friends  appreciating  that  change  in  his  appearance  which, 
had  he  been  in  his  ordinary  mental  state,  would  doubtless 
have  been  obvious.  He  was  delirious  at  the  time  he  was 
first  seen  by  a  medical  man,  so  that  no  history  of  his  past 
state  could  be  obtained  from  the  patient  himself.  The  ces- 
sation of  the  delirium  at  the  moment  of  the  appearance  of 
the  eruption  is  a  fact  worthy  of  remark,  especially  when 
taken  in  conjunction  with  a  like  fact  concerning  a  case 
hereafter  to  be  recorded.  The  loss  of  blood  from  the  bowels 
could  not  have  been  the  cause  of  the  improvement  in  the 
mental  state,  inasmuch  as  that  improvement  was  manifested 
on  the  24th,  and  the  escape  of  blood  from  the  intestine  did 
not  take  place  till  the  afternoon  of  the  25th.  The  rose  spots 
ran  that  course  which  is  natural  to  them.  The  points,  how- 
ever, on  which  I  wish  the  reader  to  fix  his  attention,  as  illus- 
trated by  this  case,  are — 1st,  The  recovery  of  the  patient  in 
spite  of  the  copious  hemorrhage  from  the  bowels ;  2nd,  the 
cessation  of  the  violent  delirium  consentaneously  with  the 
eruption  of  the  rose  spots;  3rd,  the  repeated  eruption  of 
fresh  rose  spots  after  the  patient  appeared  in  other  respects 
convalescent.  I  shall  refer  to  the  last  point,  when  speaking 
of  the  duration  of  typhoid  fever.  The  raw  surface  left  by 
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the  blister  applied  to  the  neck,  before  James  S.'s  admission, 
was  not  healed  a  fortnight  after.  The  tendency  in  blistered 
surfaces  to  ulcerate,  in  persons  affected  with  typhoid  fever, 
was  pointed  out  by  Louis.  I  have  before  adverted  to  it. 

Scarlet  Rash. 

A  delicate  scarlet  tint  of  the  whole  surface  of  the  cutis  is 
now  and  then  seen  to  precede  for  two  or  three  days  the 
eruption  of  the  diagnostic  rose  spots.  In  such  cases  the 
disease  may  at  first  simulate  scarlet  fever,  as  in  the  fol- 
lowing : — 

CASE  XXIX. — A  man  aged  19  years — pain  in  the  ab- 
domen— diarrhoaa — rigors — headache — sore  throat,  followed 
by  scarlet  rash — subsequently  rose  spots — moderately  quick 
pulse — sonorous  rale — dry  brown  tongue — delirium — extreme 
prostration — somnolence — convulsions — their  general  im- 
provement— deafness — convalescence. 

Eobert  P.,  aged  19,  a  cellarman,  of  very  temperate  habits, 
dark  brown  hair  and  eyes — strong  made — moderately  stout — was 
admitted  into  the  London  Fever  Hospital,  July  12th,  1849.  He 
stated  that  his  general  health  had  before  his  present  illness  been 
good — that  in  1844  he  had  an  attack  of  '  fever.'  His  mother  died 
in  a  '  mad-house.'  About  a  fortnight  before  his  present  illness 
began  he  had  a  slight  attack  of  diarrhoea.  It  disappeared  in  a  few 
days.  On  Sunday  evening,  July  8th,  he  was  seized  with  pain  in 
the  abdomen  and  diarrhoea.  He  had  slight  rigors  the  same  even- 
ing— the  rigors  were  repeated  several  times  before  his  admission 
into  the  hospital ;  sore  throat  and  headache  were  among  the 
earliest  'symptoms.  There  was  no  vomiting  nor  nausea.  Al- 
though, from  the  first,  he  lay  about  on  the  straw  in  the  cellar  or 
elsewhere,  he  did  not  take  to  the  bed  entirely  till  he  entered  the 
hospital.  He  lost  about  a  tablespoonful  of  blood  from  the  nose  on 
the  4th  day  of  disease.  The  day  of  his  entrance  into  the  hospital 
I  made  the  following  notes : — 

July  12th,  the  5th  day  of  disease. — The  mind  is  in  all  respects 
normal ;  little  sleep  last  night ;  trifling  frontal  headache  ;  expres- 
sion natural ;  conjunctivse  pale ;  pupils  in  all  particulars  natural ; 
no  vertigo  ;  no  affection  of  the  special  senses. 

He  can  leave  his  bed  unassisted  with  facility,  but  states  that 
he  feels  he  could  not  walk  alone.  Tongue  moist,  red  at  the  tip, 
covered  with  a  yellowish  fur  posteriorly ;  papillae  large,  red — some 
pain  in  deglutition — tonsils,  velum pend.  palati,  uvula,  and  posterior 
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wall  of  pharynx  deep  red ;  no  tenderness  behind  the  rami  of  the 
lower  jaw ;  bowels  much  relaxed ;  he  passed  six  or  seven  stools 
last  night ;  abdomen  resonant,  gurgling  limited  to  the  right  iliac 
fossa — pulse  96,  full  and  soft;  trifling  cough;  no  abnormal  phy- 
sical chest  signs — skin  warm,  moist,  covered  with  a  delicate  scarlet 
rash. 

On  the  following  day  the  tongue  was  rather  dry  in  the  centre, 
and  very  red  at  the  tip  ;  in  other  respects — mind,  rash,  throat,  and 
diarrhoea — he  was  as  on  the  12th.  On  the  7th  day  the  rash  was 
paler,  and  the  throat  was  less  sore  ;  and  on  the  15th  of  July,  i.e. 
the  8th  day  of  disease,  I  noted  : — '  The  nurse  reports  that  he  slept 
well  last  night — no  headache  ;  cheeks  flushed  ;  tongue  moist,  red, 
smooth,  with  large  papillae,  covered  with  a  yellowish  fur  pos- 
teriorly; stools  relaxed ;  less  sore  throat  than  on  admission ; 
abdomen  resonant ;  loud  gurgling  on  pressure  in  the  right  iliac 
fossa  ;  there  is  decided  tenderness  in  the  same  situation.  Scarlet 
rash  gone  ;  four  rose  spots  on  the  abdomm  and  thorax,  and  Jive  on 
the  back. 

From  this  time  till  the  15th  day  the  disease  pursued  its  ordi- 
nary course ;  the  spots  first  seen  disappeared  in  three  or  four 
days,  fresh  spots  having  in  the  meantime  made  their  appearance, 
to  be  in  like  manner  followed  by  others.  On  the  10th  day  he 
became  delirious,  and  while  so  left  his  bed  repeatedly  to  wander 
about.  Hisbo\vels  continued  very  much  relaxed,  and  the  stools  of 
watery  consistence.  The  cheeks  were  often  flushed,  sometimes 
one,  sometimes  both ;  the  sore  throat  on  the  1 4th  day  was  very 
trifling,  and  at  the  same  time  he  was  so  weak  that  with  difficulty 
he  turned  in  bed  unassisted  ;  his  tongue  was  dry  and  brown,  and 
his  stools  were  chiefly  passed  into  the  bed  unconsciously.  His  pulse 
was  108  and  reduplicate ;  he  slept  much  night  and  day. 

On  the  15th  day  he  was  reported  to  have  dozed,  with  little 
interruption,  from  the  time  I  saw  him  on  the  14th  day  till  2 
A.M.  on  the  15th,  when  he  had  an  attack  of  convulsions.  Both 
sides  of  his  body  and  face  were  equally  affected — his  eyes,  the 
nurse  said,  kept  opening  and  shutting — there  was  no  foaming  at 
the  mouth — the  convulsive  movements  were  so  violent  that  the 
night  nurse  stated  that  she  thought  he  would  '  have  been  out  of 
bed  during  the  fit ; '  they  lasted  for  a  quarter  of  an  hour.  He 
appeared  to  those  with  him  insensible  at  the  time  he  was  con- 
vulsed ;  the  insensibility  continued  for  about  half  an  hour  after  the 
convulsions  ceased.  Before  he  recovered  his  consciousness  he  had 
an  attack  of  rigors,  and  seemed,  the  night  nurse  said,  '  like  a 
person  with  ague.'  The  rigors  were  followed  by  profuse  sweating, 
and  it  was  while  sweating  that  he  recovered  consciousness.  He 
then  complained  of  feeling  very  cold.  At  the  time  of  my  visit 
he  was  lying  asleep  on  his  back — cheeks  flushed — pupils  equal — 
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conjunctives  somewhat  more  vascular  than  natural — slight  deafness. 
There  was  no  headache.  He  could  now  sit  up  in  bed  with  a  little 
assistance,  and  he  turned  unassisted  more  easily  than  on  the  pre- 
ceding day.  On  the  16th  day  I  found  him  asleep  on  his  side  ; 
and  on  the  17th  he  was  reading  his  Bible.  He  continued,  how- 
ever, delirious  at  night  till  the  19th  day.  On  the  20th  he  was 
able  to  reach  the  close  stool  without  aid.  At  the  same  time  the 
back  appeared  about  to  slough,  so  that  it  was  considered  desirable 
to  place  him  on  a  water-bed.  No  notes  of  spots  were  made  after 
the  22nd  day  ;  still,  on  the  26th  day,  the  skin  was  hot  and  dry, 
and  the  pulse  108. 

From  the  25th  to  the  27th. —  Several  small  abscesses  formed 
under  the  skin  of  the  scalp.  On  the  latter  day  his  appetite  was 
reported  to  be  good.  He  passed  one  solid  stool ;  his  tongue  was 
moist,  and  only  slightly  furred. 

On  the  29th  day  he  was  extremely  deaf,  but  in  all  other 
respects  improving.  No  note  was  made  after  this  date. 

Submucous  rale  was  heard  for  the  first  time  at  the  extreme 
posterior  base  of  both  lungs  on  the  1 3th  day,  and  a  day  or  two 
after,  a  little  mucous  rale  was  observed  over  the  whole  chest.  At 
no  subsequent  period  was  any  dulness  detected. 

A  physician  of  eminence  gave  Robert  P.  a  certificate, 
stating  that  he  was  labouring  under  scarlet  fever ;  and  cer- 
tainly the  symptoms,  at  the  time  of  the  man's  admission, 
closely  resembled  those  characteristic  of  that  affection ;  but 
the  fact  that  the  disease  began  with  diarrhoea,  that  epistaxis 
had  occurred  the  day  before  Robert  P.  entered  into  the  hos- 
pital, the  co-existence,  when  he  came  under  observation — a 
week  from  the  outset  of  the  illness — of  diarrhoea  and  head- 
ache, and  the  presence  of  fulness  and  resonance  of  the 
abdomen  generally,  with  gurgling  in  the  right  iliac  fossa, 
and  the  sonorous  rale  heard  over  the  whole  chest,  led  me  to 
think  it  highly  probable  that  he  was  really  suffering  from 
typhoid  fever.  I  had  several  times  seen  a  scarlet  rash  pre- 
cede the  evolution  of  the  rose  spots ;  I  thought  it,  therefore, 
probable  that  the  rash  was  of  that  kind,  and  the  sore  throat 
an  accidental  complication.  The  patient  had  been  ill  only 
six  days  when  he  entered  the  hospital ;  on  the  eighth  day  of 
disease  the  appearance  of  rose  spots  removed  all  doubt.  The 
subsequent  course  of  the  case  would  have  rendered  its  nature 
evident  even  to  the  least  experienced. 

This  man  presented  a  striking  exception  to  the  rule,  that 
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cases  in  which  convulsions  occur  in  the  progress  of  typhoid 
fever  are  fatal.  The  day  after  the  convulsions  he  was 
decidedly  better  than  the  day  before.  Severe  rigors  followed 
the  convulsions,  and  yet  there  was  no  evidence  that  any  local 
inflammation  was  being  set  up.  Were  the  convulsions  due 
to  cerebral  congestion  or  to  inflammation  ?  There  is  not  in 
the  notes  of  the  case,  or  hi  the  subsequent  or  antecedent 
history  of  the  case,  any  evidence  in  favour  of  either  view. 
That  general  morbid  condition  of  the  blood  which  is  the  cause 
of  so  many  of  the  symptoms,  was  probably  the  cause  of  the 
convulsions.  I  have  before  referred  to  this  when  commenting 
on  Case  xn.  (see  page  218).  It  was,  in  the  case  now  under 
consideration,  as  in  many  others,  interesting  to  watch  the 
progress  of  the  spots,  i.e.  the  repeated  eruption  of  scanty 
crops,  each  spot  remaining  visible  only  a  few  days,  the  fresh 
spots  appearing  without  any  relation  to  the  fading  of  those 
which  preceded  them.  Just  as  tinnitus  aurium  is  often 
present  at  the  early  stage,  so  deafness  is  a  common  symptom 
towards  the  termination  of  typhoid  fever.  I  cannot  say  that 
either  is  a  favourable  or  unfavourable  symptom. 


Mental  Weakness  sometimes  a  Sequela  of  Typhoid 
Fever. 

CASE  XXX. — In  a  lad  aged  16 — headache — epistaxis — 
diarrhoea — delirium — noise  in  the  ears — loss  of  strength 
— enlarged  spleen — dry,  brown,  glazed,  and  fissured  tongue — 
confined  bowels — solid  stools — copious  eruption  of  rose  spots 
— convalescence  about  the  28th  day — mental  weakness  for 
more  than  a  fortnight  after  convalescence. 

Thomas  S.,  aged  16,  a  thin,  fair-coin plexioned  lad,  with  light 
hair  and  eyes,  a  native  of  London,  by  trade  a  plasterer,  was 
admitted  June  13th,  1849,  into  the  London  Fever  Hospital,  under 
the  care  of  Dr.  Tweedie.  He  states  that  six  years  ago  he  had  a 
severe  attack  of  fever,  and  that  since  that  time  his  health  has  been 
good. 

His  present  illness  began  Tuesday,  June  8th,  with  pain  in  the 
head,  general  weakness,  loss  of  appetite,  trifling  epistaxis,  drowsi- 
ness, and  diarrhoea.  The  epistaxis  was  repeated  several  times 
before,  and  the  diarrhoea  continued  till  his  admission.  Delirium 
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began  on  the  day  he  entered  the  hospital,  i.e.  the  8th  day  of  dis- 
ease, when  the  following  notes  were  made  : — 

Some  general  headache,  no  vertigo  —  answers  questions 
rationally,  but  thinks  it  is  a  fortnight  since  he  left  his  work  ;  yet 
he  remembers  correctly  enough  that  the  day  of  the  week  on  which 
he  left  his  work  was  Tuesday.  Face  pale — conjunctives  very 
slightly  injected — pupils  natural — expression  dull,  vacant,  stupid — 
complains  of  noise  in  the  ears,  compares  it  to  children  bellowing 
— other  senses  normal. 

He  can  leave  his  bed  unassisted,  but  is  unable  to  walk. 
Tongue  dry,  centre  covered  with  a  thick,  pale,  yellowish-brown 
fur,  fissured ;  abdomen  resonant,  a  little  pain  about  the  umbilicus, 
no  marked  tenderness ;  no  stool  since  admission,  i.e.  one  hour — 
splenic  dulness  7  inches  by  5  inches. 

Pulse  84,  reduplicate,  moderately  full,  soft ;  a  little  sonorous 
rale  on  deep  inspiration  ;  no  cough. 

Skin  warm,  dry — from  one  to  two  hundred  rose  spots  scattered 
over  abdomen,  thorax,  back,  and  upper  and  lower  extremities — no 
miliary  vesicles. 

The  rose  spots,  very  numerous  on  the  9th  day,  were  still  more 
so  on  the  18th.  At  that  time  my  notes  state  many  hundreds  were 
present ; l  and,  also,  that  those  marked  on  the  9th  day  had  dis- 
appeared. Fresh  rose  spots  were  observed  every  day  or  two  till 
the  24th  day  of  disease.  An  abundant  crop  of  miliary  vesicles 
was  noted  on  the  20th  day.  Although  diarrhoea  had  been  a  pro- 
minent symptom  before  the  boy's  admission,  the  stools  never 
exceeded  two  in  the  twenty-four  hours  after  he  came  under  obser- 
vation, and  were  always  solid  and  well-formed.  On  the  20th  day 
he  complained  of  want  of  food,  and  from  that  time  ate  some  bread 
daily.  On  the  same,  i.e.  the  20th  day,  his  tongue,  which  up  to 
that  time  had  been  dry,  glazed,  yellowish,  brown,  and  fissured, 
became  slightly  moist  and  rather  white.  From  his  entrance  till 
the  26th  day  he  slept  much,  more  than  natural ;  and,  till  the  23rd 
day,  he  was  delirious  when  awake.  After  that  there  was  no  dis- 
tinct delirium,  but  he  appeared  to  be  silly — quite  childish.  He 
was  considered  to  be  convalescent  some  time  between  the  26th 
and  30th  days,  but  the  childishness  of  mind  and  manner  continued 
till  he  left  the  hospital,  near  the  end  of  July. 

Rose  spots,  although  ordinarily  limited  to  the  trunk,  are 
now  and  then,  as  in  this  case,  found  on  the  extremities ;  far 
more  rarely  on  the  face.  The  spots  were  present  on  the  9th 

1  A  cast  of  the  spots  was  taken  on  the  12th  day  of  disease.  A  wax 
model,  prepared  from  that  cast,  is  in  University  College  Museum.  A  drawing 
from  the  model  was  made  by  Mr.  George  of  Hatton  Garden,  and  was  pub- 
ishedin  the  thirty-third  volume  of  the  Transactions  of  the,  Medico-Chirurgical 
Society.  This  plate  is  reproduced  in  the  present  volume,  p.  144. 
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day  of  disease,  when  the  boy  was  admitted ;  how  long  before 
could  not  be  ascertained.  Unless  especially  looked  for,  rose 
spots,  even  when  numerous,  as  in  this  case,  are  apt  to  be 
passed  by  unnoticed.  The  course  of  the  spots  is  of  equal,  if 
not  more  importance,  with  reference  to  their  diagnostic  value 
than  their  characters.  The  repeated  eruption  of  fresh  rose 
spots  every  day  or  two,  without  reference  to  the  continuance 
or  disappearance  of  the  spots  that  preceded  them,  each  spot 
lasting  from  three  to  five  days,  is  not  only  a  character  of,  but 
is  absolutely  peculiar  to,  typhoid  fever.  Fresh  rose  spots 
made  their  appearance  after  the  tongue  had  begun  to  clean 
and  the  appetite  was  returning.  An  abundant  crop  of 
sudamina  broke  out  at  the  end  of  the  second  week;  the 
connection  between  this  eruption  and  perspiration  is  as  yet 
undetermined.  At  one  time  they  were  supposed  to  stand  to 
each  other  in  the  relation  of  cause  and  effect,  but  Louis's 
observations  have  thrown  doubt  on  this  imagined  connection. 
I  have  before  adverted  to  the  fact,  that  sudamina  are  rarely 
seen  on  individuals  more  than  forty  years  of  age,  and  still  more 
rarely,  if  ever,  on  those  more  than  fifty  years  old. 

The  peculiar  condition  of  the  mind,  which  leads  an  indi- 
vidual to  suppose  that  a  longer  time  has  elapsed  since  any 
given  event  than  has  really  passed  away — that  a  given  time 
has  been  prolonged,  was  observed  in  this  case.  The  mind 
thus  affected  may  recall  particular  events,  while  it  prolongs 
the  interval  between  the  given  event  and  the  time  of  narra- 
tion :  thus,  James  S.  thought  he  had  been  ill  fourteen  days 
instead  of  nine  days ;  at  the  same  time,  he  knew  that  it  was 
on  a  Tuesday  that  his  illness  commenced.  The  state  of  mind 
here  referred  to  was  present  in  others  of  these  cases.  Its 
analogy  with  the  mental  state  which  constitutes  dreaming  is 
striking.  How  often,  during  a  dream,  do  minutes  seem  hours 
or  weeks  !  And  when  was  the  reverse,  with  reference  to 
duration,  ever  dreamed  ? 

Tinnitus  aurium  was,  on  the  boy's  admission,  a  marked 
symptom.  He  complained  of  it  spontaneously,  and  used  the 
emphatic  expression,  '  bellowing  of  children,'  to  indicate  its 
annoying  character.  The  whirl  of  the  railway  train,  the 
waving  of  trees  by  the  wind,  the  ringing  of  bells,  and  the 
roaring  of  the  sea,  are  often  referred  to  as  descriptive  of  the 
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noise  in  the  ears  which  disturbs  the  patient  labouring  under 
fever.  The  stools  were  solid  after  the  boy's  admission 
although  he  had  previously  suffered  from  diarrhoaa. 

This  case  has  been  given  especially  to  illustrate  the  fact 
that  mental  weakness  occasionally  follows  typhoid  fever.  The 
loss  of  intellectual  power  is,  however,  only  temporary.  A 
few  weeks  ago  (September  1850)  I  met  this  boy.  He  had 
grown  stout  and  healthful,  and  his  mind  had  regained  its 
normal  vigour. 

PERFORATION  OF  THE  INTESTINE. 

Perforation  of  the  intestine  is  by  far  the  most  fatal  of 
the  complications  of  typhoid  fever.  Rokitansky  affirms  that 
the  adhesions  which  now  and  then  form  after  perforation 
has  occurred  are  never  permanent;  that  a  cure,  conse- 
quently, is  never  effected.  Louis  refers  only  to  fatal  cases ; 
Chomel  the  same.  My  own  experience  affords  no  example 
of  recovery  after  this  lesion.  Perforation  of  the  ileum  takes 
place  during  the  progress  of  only  one  acute  disease,  and  that 
is  typhoid  fever,  of  only  one  chronic  disease,  and  that  is 
phthisis.  One  of  Peyer's  patches,  in  the  lower  part  of  the 
ileum,  is  the  ordinary  seat  of  the  perforation.  Chomel  details 
one  case  in  which  it  took  place  in  the  colon.  In  a  majority 
of  cases  perforation  occurs  after  the  termination  of  the  second 
week  of  the  disease,  very  often  after  the  fever  properly  so 
called,  i.e.  the  specific  blood  disease — if  the  blood  is  the 
part  primarily  affected — has  terminated,  when  the  ulcers  in 
the  intestine  have  passed  into  a  chronic  form,  constituting 
the  '  atonic  ulcers '  of  Kokitansky.  Louis  details  eight  cases 
of  perforation ;  in  one  case,  the  lesion  occurred  on  the  12th 
day  of  illness  ;  in  two  on  the  18th  day ;  and  in  the  five  others 
between  the  22nd  and  42nd  days  inclusive. 

CASE  XXXI. — In  a  man  aged  37. — Diarrhoaa — headache 
— chilliness — abdominal  pains — early  sense  of  severe  illness, 
followed  by  slight  deafness — fulness,  resonance  and  tender- 
ness of  abdomen — abnormal  extent  of  splenic  dulness — 
rapid  pulse — rose  spots — restlessness — copious  vomiting  of 
green  fluid — sudden  death. 

Twenty-two  hours  after  death. — Lymph  and  turbid  serosity, 
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mixed  with  a  little  fseculent  matter  in  the  peritoneal  cavity 
— perforation  of  ileum  eight  inches  above  ileo-csecal  valve — 
extensive  ulceration  of  Peyer's  patches — pseudo-suppuration 
of  one  mesenteric  gland — enlargement  of  spleen. 

John  P.,  aged  37,  a  moderately  stout,  fair-complexioned 
man,  with  light  brown  hair  and  eyes,  a  labourer,  was  admitted 
into  the  London  Fever  Hospital,  April  15th,  1849.  He  was  of 
temperate  habits — had  not  suffered  from  want  of  food  or  clothing 
— had  resided  in  London  nine  years.  His  previous  health  had  been 
excellent.  On  first  rising  from  bed  at  half- past  six  A.M.,  Tuesday, 
April  1  Oth,  he  passed  a  watery  stool ;  the  day  before,  his  bowels 
were  regular,  and  he  felt  quite  well.  About  two  hours  after  the 
diarrhoea  commenced,  he  began  to  suffer  from  severe  frontal  head- 
ache ;  at  the  same  time  he  felt  chilly.  He  left  the  fireside  as  little 
as  possible,  because  he  felt,  when  away  from  the  fire,  '  so  shiver- 
ing.' He  left  his  work  the  day  his  illness  began,  but  did  not  take 
to  his  bed  till  Thursday,  April  12th.  On  the  llth  he  was,  for 
the  first  time,  troubled  with  aching,  griping  pains  in  the  abdomen; 
these  continued  till  his  admission.  The  headache  ceased  on  the 
12th  or  13th.  He  had  no  vertigo,  noise  in  the  ears,  nor  epistaxis. 

On  his  admission,  Sunday,  April  15th,  he  walked  unassisted 
from  the  door  of  the  ward  to  his  bed, — a  distance  of  about  60  feet. 
He  was  seen  by  me  for  the  first  time,  April  1 6th,  i.e.  the  8th  day 
of  disease.  At  that  time  there  was  no  headache  :  his  mind  was 
clear ;  his  memory  good.  "With  the  exception  of  slight  deafness, 
the  special  senses  were  unaffected;  the  complexion  was  clear; 
there  was  no  vertigo — no  flushing  of  the  face — no  pallor ;  in  fact, 
the  aspect  of  the  man's  face,  and  the  expression  of  his  countenance, 
were  natural.  He  lay  unconstrainedly  on  his  back,  with  his  legs 
extended,  was  able  to  leave  his  bed  unassisted,  but  said  he  felt  too 
weak  to  stand  alone :  at  the  same  time  he  sat  up  in  bed,  for  me 
to  examine  the  back  of  his  chest,  readily  and  with  facility.  The 
tongue  was  of  a  pale  yellowish  brown  colour,  dry,  glazed,  with  a 
deep  fissure  down  the  centre.  He  had  passed,  in  the  preceding 
twenty-four  hours,  two  watery  stools.  He  suffered  from  occa- 
sional pains  in  the  belly,  not  limited  to  any  particular  part.  The 
abdomen  was  full  and  resonant,  and  decidedly  tender  in  the  hypo- 
gastric  and  iliac  regions.  The  splenic  dulness  was  abnormally 
extensive. 

The  pulse,  140  in  the  minute,  was  small  and  weak ;  there  was 
trifling  cough. 

The  skin  was  hot  and  dry.  About  thirty  rose  spots  were 
present  on  the  chest  and  abdomen.  There  were  no  miliary 
vesicles. 
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An  enema,  composed  of  20  drops  of  laudanum  and  4  ozs. 
of  starch-water,  was  ordered  to  be  administered  night  and 
morning. 

Late  in  the  evening  he  complained  to  the  nurse  of  nausea ; 
passed  a  restless  night ;  had  but  little  sleep.  On  the  morning  of 
the  17th,  i.e.  the  9th  day  of  disease,  he  left  his  bed  unassisted, 
but  with  some  slight  difficulty.  About  7  A.M.,  he  vomited  some 
green  fluid.  The  vomiting  was  repeated  several  times  in  the 
course  of  the  morning  ;  altogether  he  ejected  more  than  two  pints 
of  transparent  dark-green  fluid.  About  9  A.M.,  the  nurse,  observ- 
ing his  feet  were  very  cold,  had  a  bottle  of  hot  water  placed  in 
the  bed.  He  did  not  complain  at  any  time  during  the  day  of 
pain  in  the  abdomen.  Just  before  3  P.M.,  the  nurse,  seeing 
his  feet  projecting  from  the  bottom  of  the  bed,  requested  he  would 
draw  them  up ;  he  did  so,  and  spoke  to  her.  He  was  then  quite 
sensible,  and  did  not  complain  of  any  pain.  In  a  minute  or  two, 
the  nurse,  not  having  left  the  ward,  heard  him  let  fall  a  small  vessel 
he  had  in  his  hand  to  receive  the  vomited  matters.  He  struggled 
violently,  threw  up  his  arms,  vomited  an  immense  quantity  of 
turbid  green  fluid,  which  soaked  the  bed-clothes,  and  ran  in  con- 
siderable quantities  on  to  the  floor.  He  died  in  two  minutes 
from  the  moment  the  vessel  fell  from  his  hands, 

I  saw  him  three-quarters  of  an  hour  after  death.  At  that 
time  there  was  no  trace  of  the  rose  spots  so  well  marked  on  the 
day  before.1 

The  body  of  John  P.,  was  examined  twenty-two  hours  after 
death,  and  the  following  notes  made  : — 

Height  5  feet  10  inches;  cadaveric  rigidity  well  marked;  no 
sign  of  decomposition  ;  very  little  fat  on  the  abdominal  parietes. 

Head. — Cerebrum  and  cerebellum,  and  their  membranes,  perfectly 
normal. 

Larynx. — Mucous  membrane  of  larynx  generally,  especially  the 
under  surface  of  the  epiglottis,  somewhat  redder  than  ordinary. 

Bronchial  tubes  contain  very  little  mucus;  lining  membrane 
deep  purple,  but  of  normal  consistence. 

No  enlargement  of  bronchial  glands. 

Lungs. — Crepitant  throughout ;  the  most  depending  part  of 
either  lung  contains  a  slight  excess  of  dark  fluid  blood. 

Pericardium  healthy  in  all  particulars ;  contains  about  \  oz.  of 
transparent  yellow  serosity. 

Heart. — Eight  side  moderately  distended  by  a  soft,  dark,  and 
tolerably  firm  pale  fibrinous  clot  continuous  with  a  similar  clot  in 
the  pulmonary  artery,  moulded  to  the  sigmoid  valves ;  a  similar 

1  This  man's  stools  were  analysed  by  my  colleague  Dr.  Parkes,  whose  re- 
searches on  this  subject  were  detailed  in  a  Clinical  Lecture  published  in  the 
Medical  Times. 
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smaller  clot  in  the  left  side  of  the  heart  continuous  with  a  clot  in 
the  aorta  moulded  to  the  sigmoid  valves.  Substance  and  valves 
healthy.  Weight  10  oz.  Blood  fluid  in  the  veins  of  the 
extremities. 

Tongue  dry ;  yellow. 

Pharynx  pale  purplish  red. 

(Esophagus  yellow ;  no  trace  of  ulceration. 

Abdominal  cavity. — The  parietal  peritoneum  is  thickened,  opaque, 
dull  white,  finely  streaked  with  delicate  pink  capillaries.  It 
adheres,  by  means  of  recent  lymph,  to  the  large  omentum ;  the 
lymph  is  dull  yellow,  readily  breaks  down  on  pressure,  and  con- 
tains much  serosity  in  its  substance.  On  raising  the  great 
omentum  the  folds  of  the  intestine  are  found  in  a  great  measure 
covered  by  yellow  lymph,  most  abundant  in  the  angles  formed  by 
adjacent  folds  of  intestines.  The  small  and  large  intestines  are 
distended  with  flatus.  Several  folds  of  small  intestine  are  situated 
in  the  pelvic  cavity,  adhering  loosely  to  each  other,  and  to  the 
upper  surface  of  the  bladder.  One  fold  of  the  intestine  is  adherent 
by  its  side  to  the  mesentery;  on  breaking  down  this  adhesion 
three  openings  are  exposed,  leading  into  a  cavity  situated  between 
the  folds  of  the  mesentery,  and  near  to  the  ileo-csecal  valve.  The 
cavity  is  filled  with  purulent-looking  fluid,  and  appears  to  have 
been  formed  by  pseudo-suppuration  of  one  of  the  mesenteric  glands. 

About  eight  inches  above  the  ileo-csecal  valve  is  an  opening, 
one-third  inch  in  diameter,  leading  into  the  interior  of  the  ileum. 
Attached  by  one  point  to  the  edge  of  the  aperture,  hangs  some 
deep  yellow  tough  shaggy-looking  tissue,  apparently  composed  of 
the  remains  of  that  portion  of  the  peritoneum  by  the  sloughing  of 
which  the  aperture  was  formed. 

In  the  cavity  of  the  pelvis  is  a  considerable  quantity  of  turbid 
yellow  fluid,  with  particles  of  fseculent  matter  diffused  through  it. 

The  convex  surface  of  the  liver  is  covered  with  a  purulent- 
looking  matter,  and  adhesions,  very  readily  broken  down,  have 
here  and  there  formed  between  the  liver  and  the  diaphragm ;  the 
convex  surface  of  the  spleen  is  similarly  affected ;  the  peritoneal 
surface  of  the  stomach  offers  a  beautiful  specimen  of  redness  of  a 
serous  membrane,  characteristic  of  inflammation. 

The  mesenteric  glands  are  generally  enlarged,  purplish  red,  and 
softened ;  the  one  which  has  been  the  seat  of  the  pseudo-suppura- 
tive  process  before  referred  to,  is  about  the  size  of  a  walnut ;  the 
portion  of  that  gland  undestroyed  is  soft  and  red. 

The  mesocolic  glands  are  soft,  friable,  and  palish  purple. 

Stomach  partially  distended,  moderately  rugose,  mammillated, 
with  the  exception  of  the  great  cul-de-sac,  of  a  pale  dusky  grey 
colour ;  consistence  normal. 

Intestines. — Vessels  of  duodenum  rather  more  filled  with  blood 
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than  usual.  The  mucous  membrane  of  the  lower  three  feet  of  the 
ileum  softened.  About  twenty-two  inches  above  the  ileo-csecal  valve 
is  an  ulcer  measuring  £  inch  by  J  inch ;  its  edges  slightly  elevated 
and  bright  red ;  its  floor  pale,  and  formed  of  transverse  muscular 
fibres,  then  follow  three  ulcers  closely  resembling  the  last  described, 
except  that  the  floors  of  the  two  first  are  bright  red,  and  that  of 
the  third  covered  by  a  thick  mass  of  sloughy-looking  yellow  matter. 
The  ulcer  in  which  the  perforation  has  occurred  is  1  inch  in  breadth 
and  1  \  inch  in  length ;  its  long  axis  corresponding  to  the  long  axis 
of  the  intestine;  its  edges  scarcely  elevated  above  the  adjacent 
mucous  membrane,  are  speckled  with  bright  red ;  its  floor,  deep 
red,  is  formed  of  transverse  muscular  fibres,  and  in  its  centre  is 
the  aperture  seen  externally,  with  the  yellow  slough  attached  at 
one  point  to  its  margin.  There  are  two  large  ulcers  between  the 
one  in  which  the  perforation  is  seated  and  the  ileo-csecal  valve ; 
the  floors  of  these  ulcers,  like  the  floors  of  those  seated  higher  in 
the  intestine,  are  formed  of  transverse  muscular  fibres.  The  mucous 
membrane  of  those  folds  of  the  intestine  which  have  fallen  into  the 
pelvic  cavity,  is  of  a  dusky  reddish  hue ;  it  is  in  the  lowest  of 
these  pelvic  folds  that  the  perforation  has  occurred ;  the  mucous 
membrane  of  the  last  six  inches  of  the  ileum  is  quite  pale. 

With  the  exception  of  the  lowest  three  feet  of  the  ileum,  the 
mucous  membrane  of  the  jejunum  and  ileum  is  pale,  and  of  normal 
consistence. 

The  ulcers  are  all  placed  on  that  side  of  the  ileum  which  is 
opposite  to  the  mesentery,  and  are  evidently  seated  on  Peyer's 
patches.  There  is  no  enlargement  of  the  patches  above  the  first 
ulcer,  but  from  that  to  the  ileo-csecal  valve  every  patch  is  exten- 
sively destroyed. 

The  solitary  glands  at  the  lower  part  of  the  ileum  are  very 
distinct,  and  of  a  dull  white  colour. 

Ccecum  pale,  and  healthy  in  all  particulars. 

The  colon  was  not  examined. 

The  liver  weighs  4  Ib.  9  ozs.  It  is  firm  as  in  health,  and 
moderately  congested.  The  congestion  is  central. 

The  gall  bladder  contains  a  moderate  quantity  of  bright 
orange-coloured  bile.  Its  lining  membrane  is  perfectly  healthy  in 
appearance. 

Spleen  10  ozs.  in  weight;  is  slightly  softened;  not  particularly 
dark. 

The  pancreas  weighs  3  ozs.     It  appears  healthy. 

Kidney. — The  right  one  is  wanting  ;  the  left  weighs  1 1  ozs.  It 
is  slightly  congested,  but  in  other  respects  healthy ;  its  capsule 
separates  readily ;  its  surface  is  smooth.  Lining  membrane  of  the 
pelvis  of  the  kidney  pale. 

Mucous  membrane  of  the  urinary  bladder  pale  and  healthy. 
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It  is  very  rare  for  perforation  to  occur  so  early  in  the  dis- 
ease as  the  9th  day.  Yet,  in  the  case  of  John  P.,  it  must 
have  taken  place  on  or  before  that  date.  It  is  worthy  of 
note  that  he  lay  with  his  legs  extended  till  the  last,  that  he 
never  complained  of  pain  in  the  abdomen,  and  that  the  nurse, 
an  intelligent  woman,  observed  nothing  in  his  appearance  to 
indicate  approaching  dissolution.  How  different  from  the 
symptoms  occasionally  present  when  perforation  occurs ! 
How  different  from  the  symptoms  ordinarily  assigned  as 
those  of  perforation !  The  severe  vomiting,  then,  was  the 
only  symptom  to  indicate  the  complication  which  so  rapidly 
caused  death.  Yet  John  P.  was  neither  somnolent  nor  de- 
lirious ;  the  nurse  had  been  repeatedly  at  his  bedside  during 
the  day,  on  account  of  the  incessant  vomiting,  and  he  spoke 
to  her  sensibly  and  collectedly  not  more  than  four  minutes 
before  he  died.  The  slight  but  decided  tenderness  of  the 
hypogastric  region  present,  at  the  tune  of  my  visit  on  the 
8th  day,  was  probably  due  to  localised  inflammation  of  the 
peritoneum,  the  consequence  of  the  softening  and  pseudo- 
suppuration  of  the  mesenteric  gland.  It  is  evident  that  if 
the  peritoneum  had  given  way  over  that  gland,  all  the  symp- 
toms of  perforation  of  the  intestine  might  have  occurred,  and 
yet  that  lesion  not  have  been  present.  I  shall  hereafter 
adduce  a  case  of  this  kind.  Tenderness  limited  to  one  part 
of  the  abdomen,  even  though  it  follows  sudden  severe  pain, 
and  be  accompanied  by  symptoms  of  collapse,  is  of  no  value 
as  a  diagnostic  sign  of  perforation.  The  aperture  in  the 
intestine  was  formed  by  sloughing ;  the  slough  was  yet 
attached  at  one  point  to  the  margin  of  the  opening.  This 
case  illustrates  one  mode,  then,  by  which  perforation  of  the 
gut  may  be  effected  in  typhoid  fever.  There  are  two  others 
— namely,  by  rupture,  the  peritoneum  is  exposed  by  ulcera- 
tion,  and  thus  that  delicate  membrane,  perhaps  as  Chomel 
supposes  from  distension  by  flatus,  gives  way  at  the  most 
attenuated  point ;  or  the  opening  may  be  formed  by  uleera- 
tion, — i.e.  molecular  death.  The  aperture  formed  by  rupture 
or  by  molecular  death  (ulceration)  is  small,  sometimes  not 
larger  than  a  pin-point ;  if  the  consequence  of  sloughing,  as 
in  the  case  of  John  P.,  the  aperture  may  be  much  larger. 
The  pain  experienced  is  by  no  means  in  proportion  to  the 
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size  of  the  perforation.  I  have  before  referred  to  a  case  in 
which  the  patient  suffered  acutely ;  after  death  the  opening 
through  the  peritoneum  was  not  larger  than  a  smah1  pin-head. 
In  the  case  here  detailed  it  was  the  size  of  a  fourpenny 
piece ;  and  yet  no  single  word  or  look  indicated  that  the 
man  endured  a  pang.  Be  it  observed,  also,  that  the  patient 
who  suffered  so  acutely  was  delirious  before  the  perforation 
occurred ;  and  that  John  P.,  who  suffered  nothing,  was  in  the 
possession  of  all  his  mental  faculties — that  his  powers  of  per- 
ception were  unimpaired  up  to  four  minutes  before  death. 

It  is  far  more  common  (as  in  this  case)  for  the  transverse 
than  for  the  longitudinal  muscular  fibres  to  be  laid  bare;  when 
exposed  by  ulceration  they  are  ordinarily  large  and  red. 

The  condition  of  the  mesocolic  glands  renders  it  highly 
probable  that  the  colon  was  the  seat  of  ulceration ;  but,  un- 
fortunately, it  escaped  down  the  pipe  of  the  sink  into  the 
cesspool  before  it  was  examined.  The  size  of  the  spleen  was 
indicated  by  the  extent  of  dulness  present  during  life.  Its 
weight  was  considerable,  considering  the  man  had  been  ih1  for 
only  nine  days  when  he  died ;  but  then  it  must  be  borne  in 
mind  that  the  intestinal  lesion  was  very  extensive  for  the 
period  of  the  disease  at  which  John  P.  died.  As  bearing  on 
the  same  point,  i.e.  the  rapid  course  of  the  disease,  it  is 
interesting  to  note  that  this  man  was  obliged  to  quit  his  work 
directly  his  illness  began,  and  never  left  his  bed  after  the 
second  day  of  illness — facts  indicating  clearly  the  extensive 
injury  the  disease  had  inflicted  on  the  system  at  large,  even 
at  that  early  period. 

CASE  XXXII. — In  a  female  aged  36  years — gradual  com- 
mencement of  illness — repeated  rigors  followed  by  sweating 
— headache — loss  of  appetite — confined  bowels — sense  of 
weakness — moist  slightly-furred  tongue — repeated  sudden 
pain  in  the  abdomen  followed  by  slight  tenderness — marked 
emaciation — vomiting — tenesmus — death  on  about  the  46th 
day  of  disease. 

Forty-eight  hours  after  death. — Lymph  and  serosity  in 
left  pleura — imperfect  consolidation  of  inferior  part  of  left 
lung— lymph  and  serosity  in  peritoneal  cavity — perforation 
of  the  ileum — ulceration  of  the  ileum — spleen  rather  large. 
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Jane  H.,  aged  36,  a  servant,  a  large-made,  thin,  and  rather 
dark  woman,  was  admitted  into  the  London  Fever  Hospital,  under 
the  care  of  Dr.  Tweedie,  September  5th,  1848.  Her  general 
health,  before  her  present  illness,  had  been  tolerably  good,  but  she 
had  suffered  occasionally,  after  eating,  from  pain  at  the  epigastrium, 
and  flatulence. 

Jane  H.  had  resided  in  London  two  years.  She  had  lived  in 
her  present  situation,  17  Albany  Street,  only  three  weeks.  Her 
mistress  stated  that  she  had  not  appeared  well  from  the  moment 
she  entered  her  service.  Before  that  she  had  for  some  time 
suffered  from  privation  of  food. 

The  history  the  woman  herself  gave  of  her  present  illness  was, 
that  about  a  fortnight  before  her  admission  she  was  seized  in  the 
night  with  rigors ;  the  rigors  were  repeated  several  nights  in  suc- 
cession, and  were  on  each  occasion  followed  by  sweating.  At  the 
same  time  she  began  to  suffer  from  headache,  loss  of  appetite, 
nausea,  pain,  and  general  soreness  of  the  limbs.  During  the  whole 
of  this  time  her  bowels  were  confined.  She  continued  her  house- 
hold duties  till  the  morning  before  her  admission,  though  often 
obliged  to  lie  down  during  the  day. 

On  her  admission  I  noted  as  follows  : — 

About  16th  day  of  disease. — Little  sleep  last  night,  and  that 
disturbed  ;  no  headache  ;  mind  quite  unaffected  ;  with  the  excep- 
tion of  an  unpleasant  taste,  and  imperfect  sense  of  odours,  the 
special  senses  normal;  no  increased  vascularity  of  conjunctivas ; 
some  heaviness  of  expression ;  complexion  dusky ;  face  pale. 

Says  she  feels  very  weak,  at  the  same  time  she  can  walk 
without  assistance ;  tongue  slightly  furred,  moist,  large,  red ;  one 
stool ;  no  appetite  ;  some  thirst ;  no  fulness,  resonance,  tenderness, 
nor  gurgling  in  abdomen. 

Pulse  108;  no  cough;  no  abnormal  physical  chest-signs. 
Skin  warm,  perspiring  freely ;  no  spots. 

From  this  date  till  the  15th  of  September  there  was  little 
change  in  her  condition.  The  bowels  never,  or  very  rarely,  acted 
without  the  administration  of  castor-oil,  three  or  four  doses  of 
which  aperient  were  at  different  times  administered.  Eose  spots, 
although  repeatedly  looked  for,  were  never  found.  She  generally 
passed  restless  nights.  Her  tongue  continued  as  on  admission. 
Her  pulse  varied  from  96  to  108. 

On  the  18th  September,  i.e.  about  the  28th  day  of  disease, 
'  Pulse  90  ;  skin  cool ;  she  had  slept  well  the  preceding  night,  no 
restlessness ;  tongue  clean  and  moist ;  one  stool ;  no  appetite.' 

She  was  considered  to  be  convalescent;  but  on  the  26th  and 
subsequent  days  I  made  the  following  notes  : — 

26th  September. — Slept  well  last  night ;  this  morning  early 
was  suddenly  seized  with  severe  pain  in  the  abdomen ;  altogether  it 
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lasted  several  hours,  alternately  ceasing  and  returning.  Is  now  lying 
on  her  back ;  legs  extended  ;  skin  warm ;  tongue  moist  and  furred  ; 
abdomen  somewhat  fuller  than  natural,  and  slightly  tender ;  has 
passed  three  stools  since  the  pain  in  the  abdomen  commenced; 
pulse  120.  Calomel  3  grains,  opium  \  grain  directly,  castor  oil 
\  oz.  in  two  hours. 

Sept.  27th. — Pulse  120  ;  skin  hot  and  dry  ;  little  sleep;  face 
flushed  ;  tongue  as  yesterday  ;  four  stools ;  suffered  from  severe 
pain  in  the  abdomen  about  6  A.M.  ;  no  fulness  of  abdomen,  slight 
tenderness. 

Sept.  28th. — Pulse  108  ;  skin  hot  and  dry  ;  some  sleep  ;  face 
flushed  ;  occasional  pain  in  the  abdomen ;  tongue  moist,  furred, 
dirty  white  ;  two  stools,  solid  and  lumpy.  The  calomel  and  opium 
pill  was  repeated  at  bed-time,  and  a  senna  draught  prescribed  for 
the  morning. 

Sept.  29th. — No  note  made. 

Sept.  30th. — Pulse  120;  very  weak;  skin  cool,  moist;  hands 
cold ;  dozed  occasionally  during  the  night ;  about  8  o'clock  severe 
pain  in  the  abdomen,  followed  by  vomiting  of  about  8  ozs.  of  dark 
green  fluid ;  complains  now  of  nausea ;  has  passed  four  dark  and 
lumpy  stools  during  the  last  twenty-four  hours ;  considerable  tender- 
ness in  the  region  of  the  liver,  and  generally  over  the  right  side  of 
the  abdomen ;  tongue  moist,  covered  with  thick  yellow  fur.  Eight 
leeches  were  applied  over  the  region  of  the  liver,  a  blister  to 
the  same  part,  and  a  simple  saline  effervescing  mixture  was 
prescribed. 

Oct.  1st. — Pulse  118;  rather  more  power  than  yesterday  ;  skin 
warm ;  dozed  a  little  this  morning ;  no  return  of  severe  pain ;  at 
the  present  time  no  pain  in  abdomen,  a  little  tenderness ;  lost  but 
little  blood  from  leeches ;  blister  rose  but  little ;  tongue  red,  dry 
in  centre  ;  bowels  very  much  relaxed,  stools  watery,  greenish ; 
used  bed-pan,  felt  too  weak  to  leave  bed ;  has  emaciated  con- 
siderably the  last  few  days ;  no  return  of  vomiting ;  no  nausea  ; 
complexion  clear  ;  much  thirst.  Omit  the  mixture. 

Oct.  2nd. — Pulse  96,  stronger;  no  sleep  in  consequence  of 
noise  in  ward ;  complains  of  some  pain  in  the  left  side  of  the 
abdomen ;  tongue  moist :  no  vomiting ;  two  stools ;  less  thirst. 
Mustard-poultice  to  be  applied  to  the  left  side  of  the  abdomen. 

Oct.  3rd. — Pulse  96  ;  slept  well;  pain  in  left  side  of  abdomen 
gone ;  tongue  same ;  four  stools,  scanty,  dark  ;  much  thirst ;  some 
nausea.  Mercury  with  chalk  4  grains  at  bed-time,  castor-oil  \  oz. 
in  the  morning. 

Oct.  4th. — Pulse  96;  slept  well;  no  pain  in  either  side  of 
abdomen ;  no  fulness  nor  tenderness  of  abdomen ;  tongue  rather 
cleaner ;  four  stools,  less  dark ;  no  nausea ;  no  appetite ;  much 
thirst ;  face  flushes  occasionally. 
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Oct.  5th. — Pulse  90 ;  little  sleep  last  night  in  consequence  of 
pain  at  the  lower  part  of  abdomen ;  some  fulness  and  slight 
tenderness  in  the  right  iliac  fossa  ;  tongue  the  same ;  four  or  five 
stools,  scanty  ;  some  tenesmus.  Linseed  poultice  to  be  applied 
over  the  abdomen. 

Oct.  6th,  about  the  46th  day  of  disease. — Pulse  100 ; 
weak ;  little  sleep ;  pain  in  lower  part  of  abdomen  the  same ; 
tongue  cleaner,  moist ;  five  or  six  scanty  stools,  solid,  dark ; 
complains  much  of  tenesmus ;  mind  wanders  a  little,  but  she 
answers  questions  rationally.  A  simple  enema  to  be  administered 
to-night. 

The  enema  was  administered  about  7  P.M. — it  acted  in  fifteen 
minutes,  bringing  away  some  dark,  lumpy  stool.  About  8  P.M. 
she  became  suddenly  much  worse ;  at  1 0  P.M.  her  skin  was  cool, 
and  covered  with  perspiration;  the  countenance  expressed  col- 
lapse ;  the  features  seemed  sunken ;  the  breathing  was  very  quick ; 
the  pulse  rapid  and  weak ;  the  abdomen  rather  tumid,  and  some- 
what tender.  She  continued  sensible  to  the  last,  and  spoke  to 
the  nurse  an  hour  before  her  death ;  at  that  time  the  surface  of 
the  body  was  cold;  she  dozed  at  intervals,  and  died  without  a 
struggle  at  half-past  twelve  at  night. 

The  body  of  Jane  H.  was  examined  forty-eight  hours  after 
death.  The  body  was  greatly  emaciated.  Cadaveric  rigidity  well 
marked  in  the  upper  extremities,  less  so  in  the  lower ;  the  ab- 
dominal parietes  had  a  greenish  hue,  excepting  about  the  umbilicus, 
where  they  still  retained  their  normal  hue  ;  numerous  large  suda- 
mina  studded  the  sides  of  the  thorax  and  abdomen ;  a  few  very 
small  ones  were  scattered  over  the  anterior  surface  of  the  whole 
trunk.  The  brain  and  its  membranes  were  in  all  respects  normal. 
There  was  no  enlargement  of  the  cervical  glands ;  the  larynx  and 
trachea  were  perfectly  healthy  in  appearance.  About  \\  oz.  of 
serosity  was  found  in  the  right  pleura ;  the  right  lung  was  perfectly 
healthy. 

In  the  left  pleura  was  about  1|  oz.  of  serosity,  with  shreds 
of  gelatinous-looking  lymph  floating  in  it.  On  the  pleura 
covering  the  lower  part  of  the  inferior  lobe  of  the  left  lung 
were  a  few  shreds  of  soft  yellow  lymph ;  at  places  the  thin  layer 
of  lymph  could  be  stripped  off.  Numerous  minute  crimson  points 
studded  the  pleural  surface  of  the  lower  part  of  the  inferior  lobe. 
The  vessels  of  the  costal  pleura  for  nearly  its  whole  extent  were 
finely  injected  with  blood.  The  pulmonary  tissue  of  the  inferior 
portion  of  the  lower  lobe  of  the  left  lung  was  darker  in  hue,  and 
contained  less  air  than  the  other  parts  of  the  lung.  Elsewhere  the 
pulmonary  tissue,  with  the  exception  of  a  small  mass  of  soft, 
friable,  cheesy-like  material,  of  a  dull  yellowish  colour,  at  the  apex 
of  the  lower  lobe,  was  healthy. 
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The  bronchial  tubes  contained  a  little  frothy  colourless  mucus ; 
their  lining  membrane  was  pale  and  healthy. 

The  bronchial  glands  contained  several  cretaceous  masses. 

In  the  pericardium  was  about  1£  oz.  of  slightly  turbid 
serosity ; 1  the  membrane  itself  was  pale  and  transparent. 

The  substance  of  the  heart  was  flabby,  but  in  other  respects  it 
was  healthy-looking.  The  valves  appeared  normal. 

The  tongue  was  slightly  furred;  the  pharynx  and  oesophagus 
pale  and  healthy-looking. 

On  opening  the  abdomen  the  peritoneal  surface  of  the  intes- 
tines was  found  highly  vascular ;  the  redness  was  ramiform  and 
capillary ;  it  was  most  marked  towards  the  inferior  half  of  the 
abdomen.  Several  ounces  of  dirty  sero-purulent-looking  fluid, 
with  large  shreds  of  yellow  lymph  floating  in  it,  were  removed 
from  the  peritoneal  cavity. 

Near  the  lower  part  of  the  ileum  was  a  fold  of  that  intestine, 
the  two  portions  constituting  which  were  for  a  short  distance 
closely  adherent  to  each  other.  Just  at  the  point  where  the  two 
portions  of  the  fold  separated,  and  in  the  half  next  the  csecum, 
was  a  small  round  aperture,  formed  by  perforation  of  all  the  coats 
of  the  intestine,  from  which  a  thin  dirty  gruelly-looking  fluid, 
closely  resembling  that  found  in  the  abdominal  cavity,  could  be 
pressed  in  considerable  quantity.  A  knuckle  of  the  ileum,  situated 
about  four  inches  above  the  ileo-csecal  valve,  adhered,  by  tolerably 
firm  and  thick  lymph,  to  the  abdominal  parietes  of  the  right  iliac 
fossa.  Folds  of  the  same  intestine  contained  in  the  pelvic  cavity, 
and  situated  just  above  it,  adhered  to  each  other,  to  the  fundus  of 
the  uterus,  and  to  both  ovaries,  by  thick  firm  yellow  lymph, 
evidently  of  recent  formation.  The  fundus  of  the  uterus  and  the 
peritoneum  lining  the  post-uterine  pouch  were  covered  by  a  layer 
of  tolerably  firm  yellow  lymph,  capable  of  being  torn  off  in  flakes 
or  laminse. 

The  mesenteric  glands,  especially  in  the  vicinity  of  the  lower 
part  of  the  ileum,  were  large,  and  deep  purple  and  soft. 

The  pharynx  and  oesophagus  were  pale  and  healthy. 

The  stomach  was,  with  the  exception  of  some  linear  white 
softening  of  its  mucous  membrane  in  the  vicinity  of  the  fundus, 
healthy  in  aspect. 

The  mucous  membrane  of  the  duodenum  was  stained  of  a 
yellow-colour ;  of  the  jejunum  and  ileum  generally  pale. 

About  three  feet  above  the  ileo-csecal  valve,  at  the  inferior 

1  The  serosity  found  in  the  pericardium  after  death  may  be  turbid  from 
the  diffusion  through  it  of  the  epithelium  scales  of  the  serous  membrane 
detached  by  decomposition.  The  microscope  reveals,  in  such  a  case,  the 
cause  of  the  turbidity. 


300  TYPHOID  FEVER 

portion  of  one  of  Peyer's  patches,  was  a  grey  spot  about  J 
inch  in  diameter,  the  centre  of  which  was  pale,  smooth,  shining, 
and  slightly  depressed,  evidently  a  healed  ulcer.  From  this  point 
downwards  every  Peyer's  patch  was  of  a  more  or  less  deep  grey 
colour,  and  on  every  one  were  seated,  superficial,  or  healed  ulcers. 
Between  the  patches  were  several  small  round  ulcers,  with  deep 
grey  edges  and  pale  floors.  About  nine  inches  above  the  ileo- 
csecal  valve  was  a  perforation  of  the  intestinal  coats  ;  the  aperture, 
about  three-eighths  of  an  inch  in  diameter,  was  seated  on  one  of 
Peyer's  patches.  Perforation  of  the  intestinal  coat  had  occurred 
through  the  next  patch,  but  effusion  of  the  contents  of  the  bowel 
had  been  prevented  by  adhesion  between  intestine  and  the  fundus 
of  the  uterus.  On  this  same  patch  were  two  ulcers,  the  floors  of 
which  were  formed  of  transverse  muscular  fibres.  On  the  large 
patch  next  above  the  valve,  were  several  small  superficial  ulcers, 
and  smooth,  slightly  depressed,  pale,  shining  spots,  with  grey 
margins, — evidently  healed  ulcers.  The  mucous  membrane  of  the 
lower  part  of  the  ileum,  between  the  Peyer's  patches,  was  slightly 
softened,  pale,  and  had  an  opaque  aspect. 

The  mucous  membrane  of  ccecum  and  colon  was  pale,  and 
healthy  in  every  respect. 

The  small  intestines  contained  a  large  quantity  of  thin,  dirty, 
gruelly-looking  fluid ;  the  large,  some  solid  pale  yellow  faeces. 

The  liver  was  very  flabby,  and  of  a  uniform  dirty  green  colour, 
from  the  action  of  gases  generated  after  death. 

The  gall  bladder  contained  £  oz.  of  bright  yellow  bile. 

The  spleen  weighed  7f  ozs. ;  it  was  pale  and  flabby,  but  not 
particularly  soft. 

The  pancreas  and  kidney  were  flabby,  but  in  other  respects 
normal. 

The  uterus  was  covered  by  a  thick  layer  of  lymph,  and  the 
ovaries  were  imbedded  in  a  similar  substance. 

This  was  one  of  the  most  marked  examples  of  latent 
typhoid  fever  I  ever  witnessed.  During  the  whole  course  of 
the  fever,  the  mind  was  in  all  respects  as  in  health.  Loss  of 
appetite,  quick  pulse,  disturbed  sleep,  slightly  furred  tongue, 
and  sense  of  weakness,  were  all  the  positive  symptoms  when 
Jane  H.  came  into  the  hospital,  on  about  the  16th  day  of 
disease.  Nor  had  the  symptoms  been  at  any  time  before  her 
admission  more  severe.  Subsequently  her  bowels  were  con- 
fined— dose  after  dose  of  castor  oil  being  administered,  in 
order  to  procure  one  stool  every  day  or  two.  Rose  spots  were 
carefully  sought  for  daily,  but  not  one  could  be  detected. 
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On  the  28th  day  of  disease,  with  the  exception  of  want  of 
appetite,  she  appeared  convalescent,  and  was  allowed  to  leave 
her  bed.  The  severe  pain  on  the  morning  of  the  25th  of 
September  (that  is,  of  the  36th  day),  followed  by  slight  tender- 
ness of  the  abdomen,  was  probably  the  consequence  of  the 
first  perforation,  that  which  after  death  was  found  obliterated 
by  adhesions.  The  intermittent  character  of  the  pain 
certainly  misled  me  in  appreciating  the  nature  of  the  case. 
I  was  very  particular  in  my  inquiries  on  the  point,  and  the 
woman  was  clear  in  her  answers.  Tenderness  of  the  abdomen 
is  not  unfrequently  observed  after  severe  attacks  of  colic,  with- 
out inflammation  being  present.  It  was  curious  to  remark 
the  way  in  which  the  pain  recurred,  at  intervals  of  many 
hours,  for  three  or  four  days,  and  then  its  extreme  severity  on 
the  40th  day,  followed  by  vomiting  of  dark  green  fluid,  the 
passage  of  lumpy  stools,  and  the  limitation  of  the  tenderness 
to  half  the  abdomen ;  the  latter  rendered  it  improbable  that 
effusion  of  the  contents  of  the  bowel  into  the  peritoneal  cavity 
had  taken  place.  When  the  pain  was  felt  in  the  left  side  of 
the  abdomen  the  pulse  had  fallen  to  96,  and  in  all  respects 
the  patient  appeared  mending.  Yet  no  very  urgent  symptom 
announced  the  occurrence  of  the  lesion,  nor  did  she  appear 
so  near  her  end  as  she  really  was  at  the  time  I  saw  her  on 
the  46th  day.  Could  it  have  been  that  the  peritonitis, 
lymph,  etc.,  was  due  to  the  first  perforation;  the  sudden 
collapse,  four  and  a  half  hours  before  she  died,  to  the  second 
perforation  ?  On  the  whole,  perhaps,  this  is  the  more 
rational  explanation  of  the  relation  between  the  symptoms 
and  lesions. 

Constipation  was  a  prominent  symptom  throughout ;  this 
is  by  no  means  a  favourable  symptom.  I  have  seen  other 
cases  in  which  it  was  marked  terminate  in  the  same  way,  i.e. 
by  perforation.  Tenesmus  is  not  often  complained  of  in 
typhoid  fever,  even  when  the  colon  is  the  seat  of  ulceration. 
A  large  number  of  the  ulcers  in  the  ileum  had  healed,  and 
many  were  healing,  when  this  woman  died,  yet  two  or  three 
had  passed  into  chronic  ulcers.  These — the  atonic  ulcers  of 
Rokitansky — are  especially  liable  to  lead  to  perforation.  The 
fever  had  terminated  by  the  28th  day,  but  two  or  three  of  the 
many  ulcers,  the  consequence  of  the  fever,  continued  to 
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progress  after  the  cessation  of  the  primary  disease,  just  as 
pneumonia  or  pleurisy,  set  up  during  the  progress  of  the  fever, 
may  continue  long  after  that  has  terminated,  and  ultimately 
may  cause  the  death  of  the  patient.  There  was  no  puckering 
of  the  intestinal  coats  towards  the  cicatrix  of  the  ulcers.  My 
experience  is  in  accordance  with  Rokitansky's  assertion,  that 
contraction  of  the  calibre  of  the  intestine  is  not  one  of  the 
sequences  of  typhoid  fever.  A  smooth,  shining,  depressed, 
and  not  a  puckered  spot,  indicates  the  previous  site  of  the 
typhoid  ulcer. 

At  what  date  did  the  pleura  become  inflamed  ?  It  seems 
probable  that  it  was  affected  secondarily  to  the  peritoneum, 
by  extension,  just  as  the  pericardium  sometimes  becomes 
involved  in  the  diseased  action,  when  the  pleura  is  the  seat 
of  inflammation.  If  this  view  be  correct,  then  the  pneumonia, 
still  in  its  first  stage,  and  small  in  extent,  was  secondary  to 
the  pleuritis,  the  pulmonary  tissue  being  involved  also  by 
extension. 

Was  the  slight  turbidity  of  the  serosity  found  in  the  peri- 
cardium due  to  particles  of  lymph  or  granular  corpuscles  ? 
Or  was  it  the  consequence  of  the  presence  of  detached  epithe- 
lium scales  ?  If  the  latter,  the  turbidity  was  the  result  of 
changes  effected  by  incipient  decomposition;  if  the  former, 
of  inflammation  by  extension.1  The  microscope  could  have 
determined  the  question  in  an  instant.  I  omitted  to  apply 
that  test. 

SYMPTOMS  SIMULATING  THOSE  OF  PERFORATION  OF  THE 
INTESTINE  WITHOUT  THE  EXISTENCE  OF  THAT  LESION. 

The  two  cases  now  to  be  detailed  possess  great  interest, 
from  the  identity  of  the  symptoms  they  presented  with  those 
laid  down  by  the  highest  authority  on  the  subject — Louis — 
as  diagnostic  of  perforation  of  the  intestine.  With  reference 
also  to  the  second  of  the  two  cases  here  recorded  this  in  addi- 
tion may  be  observed,  that,  as  the  girl  had  been  exposed  to 
the  contagion  of  typhus  fever — had  no  examination  of  the 

1  Dr.  John  Taylor  pointed  out  this  as  one  of  the  causes  of  pericarditis,  in 
his  highly  philosophical  examination  of  the  causes  of  that  disease,  published 
in  the  Transactions  of  Royal  Medico-Chirurgical  Society,  voL  xxviii. 
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body  been  made,  she  might  have  been  supposed  to  exhibit 
an  exception  to  the  law,  that  the  contagion  of  typhus  fever 
never  produces  typhoid  fever.1 

CASE  XXXIII. — In  a  female  aged  20. — Rigors — headache 
— diarrhoea — tenderness  of  abdomen — retching — loss  of  ap- 
petite— slightly  furred  tongue — greatly  enlarged  spleen — 
rose  spots — convalescence  between  the  30th  and  34th  days — 
relapse  on  the  44th  day;  i.e. rapid  pulse — diarrhoea — rose  spots 
— tumour  in  right  iliac  fossa — second  convalescence  by  57th 
day.  On  75th  day,  sudden  pain  in  abdomen — collapse — 
vomiting — rigors — general  tenderness  of  abdomen — constipa- 
tion— commencing  convalescence  and  erysipelas  of  face  on 
80th  day — convulsions  and  death  on  86th  day. 

Twenty  and  a  half  hours  after  death. — Fatty  degenera- 
tion of  rnesenteric  glands — recent  adhesions  of  peritoneum — 
enlarged  spleen — cicatrising  ulcers  on  Peyer's  patches. 

Emma  F.,  aged  20,  a  domestic  servant,  was  admitted  into  the 
London  Fever  Hospital,  August  20th,  1848.  Her  illness  began 
Sunday,  August  13th.  The  symptoms  present  before  her  admis- 
sion were  rigors  and  chilliness,  alternating  with  sense  of  heat, 
headache,  pain  in  the  limbs,  and  loss  of  appetite.  She  vomited  on 
the  Thursday,  after  taking  a  dose  of  medicine.  The  bowels,  con- 
fined at  the  outset  of  the  illness,  had  been,  before  she  came  under 
observation,  much  relaxed.  No  cause  could  be  assigned  for  her 
present  illness. 

From  the  date  of  her  admission  into  the  hospital  till  I  saw  her, 
the  following  symptoms  were  present : — Disturbed  sleep  ;  trifling 
headache ;  muscular  tremors ;  moist  and  nearly  clean  tongue ; 
little  appetite  ;  diarrhoea  ;  fulness,  resonance,  and  slight  tenderness 
of  the  abdomen ;  severe  retching  for  a  few  hours  on  the  evening  of 
September  2nd. 

September  4th,  24th  day  of  disease. — Is  reported  by  the  nurse 
to  have  slept  at  intervals  through  the  night,  talking  occasionally 
in  her  sleep;  some  deafness;  face  flushes  occasionally;  tongue 
moist,  and  slightly  furred,  not  abnormally  red :  no  appetite ;  has 
passed,  during  the  last  twenty-four  hours,  five  pale,  frothy,  curdy- 
lookinsc  stools ;  abdomen  full  and  resonant ;  a  tumour  can  be  felt 

O  7  ' 

in  the  abdomen,  the  anterior  margin    of  which    is   two    fingers 
breadth  to  the  left  of  the  umbilicus,  its  lower  edge  a  little  below 

1  See  Medico-Chirurgical  Transactions,  vol.  xxxiii.,  on  the  Identity  or  Non- 
Identity  of  the  Cause  of  Typhus  from  Typhoid  Fever  and  Relapsing  Fever, 
by  W.  Jenner,  M.D.  (Vide  supra,  p.  133.) 
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the  level  of  the  umbilicus  ;  posteriorly,  it  is  lost  in  the  left  lumbar 
region ;  superiorly,  it  extends  into  the  left  hypochondriac  region 
under  the  false  ribs ;  its  anterior  margin  is  acute  and  hard  (this 
tumour  was  doubtless  the  enlarged  spleen) ;  liver  dulness  about  two 
fingers'  breadth  below  the  cartilages  of  ribs  on  right  side  ;  no  ten- 
derness of  abdomen ;  no  trace  of  the  rose  spots  previously  noted, 
but  several  fresh  rose  spots  have  appeared  since  the  last  report. 
Pulse  90,  weak. 

On  the  26th,  four  or  five,  and  on  the  27th  day,  two,  fresh  rose 
spots  were  observed. 

By  the  34th  day  she  appeared  convalescent;  her  pulse  was 
only  84.  She  had  passed  only  two  stools,  her  tongue  was  moist 
and  clean  and  the  appetite  was  returning ;  the  splenic  dulness  was 
much  less  extensive,  and  she  seemed  stronger.  No  fresh  spots 
had  appeared  since  the  27th  day.  She  was,  in  fact,  convalescent, 
the  only  symptom  of  illness  being  a  little  hysterical  laughing, 
crying,  and  sense  of  choking  on  first  waking  in  the  morning. 

On  the  37th  day  I  noted  that  there  had  been  no  return  of  the 
hysterical  symptoms ;  her  appetite  was  good  ;  the  tongue  continued 
clean  ;  the  splenic  dulness  was  still  less  extensive  than  on  the  34th 
day;  no  fresh  spots  had  appeared,  and  she  had  gained  some 
strength ;  she  had  passed  during  the  preceding  twenty-four  hours 
two  relaxed  stools.  She  was  considered  convalescent. 

On  the  44th  day  the  nurse  reported  that  Emma  F.  had,  the 
day  before,  refused  her  food,  and,  in  the  evening,  had  an  attack  of 
rigors.  At  the  time  of  my  visit  on  the  44th  day  I  noted  as 
follows  : — 

'  Pulse  120,  weak ;  slept  tolerably  well  last  night ;  some  frontal 
headache ;  no  delirium ;  spirits  depressed ;  expression  rather 
anxious ;  tongue  moist,  covered  with  thin  white  fur ;  she  passed 
three  stools  yesterday,  none  to-day  ;  very  little  appetite ;  has 
retched  frequently,  but  ejected  nothing ;  no  fulness  nor  tenderness 
of  the  abdomen ;  splenic  dulness  5  inches  by  3|  inches  (i.e.  although 
large,  the  spleen  was  much  smaller  than  on  admission).  In  the 
right  iliac  fossa  is  a  round,  firm  tumour,  about  the  size  of  a  large 
walnut,  perceptible  on  deep  manipulation  ;  it  is  not  tender.  Skin 
cool,  rough,  and  dry ;  no  spots.' 

Between  the  45th  and  51st  day  she  slept  but  little;  her  mind 
occasionally  wandered ;  while  asleep  she  often  sweated  freely. 
She  complained  frequently  of  attacks  of  sharp  shooting  pains, 
lasting  for  three  or  four  minutes  at  a  time ;  in  the  intervals  she 
was  quite  easy ;  the  pain  did  not  precede  the  stools.  During  the 
seven  days  in  question  several  fresh  spots,  at  intervals  of  a  day  or 
two,  made  their  appearance ;  thus,  one  was  noted  on  the  46th,  one 
on  the  47th,  two  on  the  50th,  and  several  on  the  51st  day.  The 
splenic  dulness,  during  the  same  period,  again  increased  in  extent. 
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On  the  51st  day  the  small  tumour  deep  in  the  right  iliac  fossa  was 
less  defined  than  it  had  previously  been.  On  the  61st  day  it  could 
not  be  distinctly  detected.  By  the  67th  day  the  tongue  had  again 
cleaned ;  the  appetite  was  good  ;  the  bowels  regular,  i.e.  two  solid 
stools  were  passed  in  twenty-four  hours  ;  the  general  powers  were 
improving.  She  continued  in  this  state — stools  solid  and  appetite 
good — till  the  75th  day,  when,  having  suffered  from  trifling  griping 
pain  in  the  abdomen  for  two  or  three  hours,  she  was  seized  sud- 
denly at  a  quarter  past  two  P.M.,  i.e.  about  two  hours  after  she  had 
eaten  her  dinner,  with  severe  pain  in  the  abdomen  ;  vomited  what 
she  had  eaten  at  dinner ;  then  left  her  bed  and  passed  one  copious, 
pale,  nearly  solid  stool ;  she  experienced  no  relief  from  the  action 
of  the  bowels ;  on  the  contrary,  the  pain  was  increased  in  severity, 
so  that  she  nearly  fainted ;  her  hands  and  feet  became  cold,  and 
covered  with  clammy  sweat.  Being  in  the  hospital  at  the  time,  I 
saw  her  about  ten  minutes  from  the  commencement  of  the  pain ; 
the  countenance  then  expressed  anxiety,  the  surface  was  cool,  the 
hands  and  feet  cold  and  damp,  the  pain  in  the  belly  had  in  a  great 
measure  subsided ;  there  was  no  marked  fulness,  but  some  slight 
tenderness  of  the  abdomen.  She  described  the  acute  pain  she  had 
experienced  to  have  been  seated  chiefly  about  the  umbilicus.  Her 
pulse  was  extremely  rapid  and  weak.  I  prescribed  tinct.  opii 
tnxl.,  aq.  5j.,  st.  s.,  and  gave  strict  orders  that  she  should  not  be 
moved  in  the  slightest  degree ;  that  nothing  besides  the  medicine 
should  be  administered. 

Twenty  minutes  to  5  P.M. — Has  vomited  three  times  since  my 
last  visit ;  ejecting,  apparently,  only  half  digested  food ;  there  has 
been  no  stool  nor  urine  passed.  At  the  present  moment  she  is 
lying  on  her  back,  shoulders  raised  by  pillows,  legs  drawn  up  to 
abdomen.  Expression  anxious,  worn  ;  tongue  moist  and  nearly 
clean ;  abdomen  slightly  but  distinctly  tender,  not  very  full ; 
says  that  she  is  easier  when  her  knees  are  drawn  up  towards  her 
belly ;  pulse  88,  extremely  small  and  weak ;  surface  of  trunk 
warm,  hands  cold  and  damp,  a  little  colour  on  the  cheeks. 

Pulv.  opii,  gr.  i.,  4ta  qq.  hora  sumend. :  Foment,  calid.  abdom. 

Urine  to  be  removed  if  necessary  by  catheter.  On  no  con- 
sideration is  she  to  be  removed  from  her  bed  (the  necessity  of 
absolute  repose  was  impressed  on  the  patient  as  well  as  on  the 
nurse). 

10  P.M. — Has  had  frequent  rigors  ;  tenderness  of  abdomen 
increased  ;  is  lying  on  right  side,  legs  drawn  up  towards  abdomen  ; 
in  other  respects  as  last  report;  pupils  large,  no  drowsiness. 
About  a  pint  of  dark-coloured  urine  of  strong  odour  just  removed 
by  catheter.  Pulv.  opii,  gr.  ij.,  st.  s.  Pulv.  opii,  gr.  j.,  4ta  qq. 
hofa  s. 

On  the  following  morning,  i.e.  the  76th  day,  I  noted  : — 

U 
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Passed  a  restless  night,  dozed  a  little  towards  morning ;  her 
mind  is  in  all  respects  natural ;  says  that  she  is  sometimes  quite 
free  from  pain  in  the  abdomen,  but  that  every  now  and  then  the 
pain  is  very  severe ;  abdomen  full,  resonant,  and  very  tender  over  its 
whole  extent ;  no  stool,  no  urine  ;  tongue  moist,  white,  more  thickly 
furred  than  at  last  report ;  feels  constant  nausea,  and  has  vomited 
frequently,  in  all  about  l£  pint  of  green,  transparent,  mucous- 
looking  matter  has  been  ejected  from  the  stomach ;  she  often 
retches  without  throwing  up  anything.  Hands  cold,  trunk  warm, 
face  of  good  colour,  countenance  indicative  of  anxiety  and  depres- 
sion. Frequent  rigors,  no  sense  of  chilliness ;  on  the  contrary,  she 
complains  of  feeling  hot.  Pulv.  opii,  gr.  ij.  statim  sumend.  Pulv. 
opii,  gr.  j.,  4ta  qq.  hora  s. 

On  the  next,  i.e.  the  77th  day,  she  was  evidently  slightly  under 
the  influence  of  the  opium.  My  notes  state  : — She  dozed  at 
intervals  during  the  night  and  a  little  this  morning  ;  the  pupils  are 
small;  expression  much  improved,  anxiety  almost  gone  ;  skin  of 
trunk  and  extremities  warm ;  no  stool ;  abdomen  full,  resonant, 
and  very  tender  over  its  whole  extent ;  no  pain  in  the  belly  except  on 
pressure ;  position  dorsal,  legs  drawn  up ;  no  return  of  rigors,  no 
retching  since  last  evening;  pulse  120.  Pulv.  opii,  gr.  i.,  4ta  qq. 
hora  s. 

On  the  78th  day  she  was  decidedly  better  ;  her  abdomen  was 
still  full  and  resonant,  but  the  tenderness  was  much  less — trifling 
in  fact,  with  the  exception  of  the  right  iliac  fossa.  She  lay  on  her 
back,  but  the  knees  were  drawn  up  much  less  closely  to  the 
abdomen  than  they  had  previously  been.  No  stool  had  been  passed. 

On  the  79th  day  the  pulse  was  only  100  ;  at  the  same  time  it 
was  fuller  than  before.  The  knees  were  still  elevated,  but  there 
was  scarcely  any  tenderness  of  the  abdomen. 

On  the  80th  day  erysipelas  of  the  face  made  its  appearance,  at 
first  limited  to  the  right  side. 

On  the  81st  day  she  complained  of  difficulty  in  deglutition, 
and  the  tonsils  were  red  and  swollen ;  there  was  considerable  dis- 
charge from  the  nose.  From  this  date  till  her  death  on  the  86th 
day  the  erysipelas  made  progress  ;  she  became  violently  delirious  ; 
the  difficulty  of  swallowing  increased. 

On  the  85th  day  the  erysipelatous  inflammation  of  the  pharynx 
had  extended  to  the  larynx  ;  she  spoke  in  a  hoarse  whisper,  and 
inspiration  was  shrill  and  prolonged. 

On  the  86th  day,  about  noon,  she  was  seized  with  convulsions ; 
the  arms  and  legs  being  rigidly  extended,  the  hands  clenched  ;  she 
frothed  at  the  mouth  ;  the  breathing  was  stertorous,  rapid,  and 
occasionally  convulsive ;  the  pulse  imperceptible.  She  died  at 
half-past  five  P.M.  Convulsive  twitchings  of  the  arms  and  frothing 
at  the  mouth  continued  till  death. 
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The  body  of  Emma  F.  was  examined  twenty  and  a  half  hours 
after  death. 

The  peritoneal  surface  of  the  small  intestines  was  finely  in- 
jected ;  the  lower  three  feet  of  the  ileum  were  of  a  slate-grey  hue, 
the  colour  increasing  in  depth  as  the  ileo-csecal  valve  was 
approached.  There  was  an  adhesion  of  the  peritoneal  surface  of 
the  jejunum,  about  eighteen  inches  from  the  duodenum  to  the 
peritoneum  lining  the  right  iliac  fossa.  Another  fold  of  the 
jejunum,  about  two  and  a  half  feet  from  the  duodenum,  was  also 
adherent  to  the  same  portion  of  the  parietal  peritoneum.  The 
extent  of  peritoneum  covered  by  the  false  membrane  constituting 
the  adhesions  referred  to  was  about  f  of  an  inch ;  the  two  ad- 
hesions were  about  the  same  size  ;  they  were  readily  broken  down, 
and  were  evidently  of  recent  formation ;  the  colour  of  the  peri- 
toneum around  the  base  of  the  adhesion  was  dull  red,  shading  off 
into  deep  grey. 

One  of  the  lower  folds  of  the  ileum  adhered  to  the  under  sur- 
face of  the  meso-csecum  just  adjacent  to  the  ileo-csecal  valve.  On 
breaking  down  this  adhesion  a  soft  yellow  pulpy  mass  was  exposed,1 
extending  from  beneath  the  csecum  between  the  folds  of  the 
mesentery.  The  long  diameter  of  this  pulpy  mass  was  about  2 
inches,  the  short  diameter  f  of  an  inch.  The  peritoneum  over  it 
was  wanting  for  a  space  the  size  of  a  sixpence  ;  the  adherent  fold 
of  ileum  had  blocked  up  the  aperture. 

The  mucous  membrane  of  the  jejunum  was  vivid  red  from 
minute  injection;  its  consistence  and  thickness  were  normal. 
The  adhesion  at  the  lower  part  of  the  ileum  was  situated  im- 
mediately adjacent  to  one  of  Peyer's  patches,  on  which  there  was 
no  trace  of  ulceration.  The  next  patch,  descending  towards  the 
ileo-csecal  valve,  was  of  a  deep  grey  colour.  About  eighteen 
inches  above  the  ileo-csecal  valve  was  one  of  Peyer's  patches,  of  a 
deep  grey  colour;  near  its  centre  was  a  smooth  depressed  spot, 
evidently  a  healed  ulcer ;  there  was  no  puckering  of  the  tissue 
around.  Every  agminated  gland  from  this  spot  to  the  ileo-csecal 
valve  was  of  a  more  or  less  deep  grey  colour.  On  each  of  the 
three  patches  immediately  above  the  valve  was  an  ulcer  of  con- 
siderable size,  irregular  in  outline,  its  floor  formed  for  the  most 
part  of  submucous  tissue ;  but  at  places  the  transverse  muscular 
fibres  were  distinctly  visible ;  the  edges  of  the  ulcers  were  here 
and  there  slightly  elevated ;  at  other  places  they  were  bevelled 
off,  passing  insensibly  on  to  the  floor. 

The  omentum  was  considerably  injected ;  a  little  tolerably 
recent  lymph  covered  the  convex  surface  of  the  liver ;  the  spleen 

1  Microscopical  examination  proved  this  mass  to  be  composed  chiefly  of 
free  fat  globules. 
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was  somewhat  enlarged  ;  the  peritoneal  covering  of  the  uterus  and 
bladder  was  minutely  injected.  There  was  scarcely  any  fluid  in  the 
peritoneal  cavity. 

The  mesenteric  glands  were  enlarged,  flabby,  and  of  a  deep 
grey  colour.  In  the  mesentery  corresponding  to  the  lower  part 
of  the  ileum  were  two  of  the  glands,  of  a  purple  colour  externally, 
which  internally  consisted  principally  of  a  soft  yellow  pulpy 
matter,  identical  in  all  particulars  with  that  found  between  the 
folds  of  the  meso-csecum,  in  the  immediate  vicinity  of  the  ileo- 
caecal  valve. 

The  friends  of  this  young  woman  resisted  all  the  efforts 
made  to  induce  them  to  permit  a  further  examination  of  the 
body.  In  fact,  it  was  only  by  stratagem  that  the  above  im- 
perfect section  was  performed. 

On  her  admission  into  the  hospital  Emma  F.  was  evidently 
labouring  under  an  attack  of  typhoid  fever.  Convalescent 
on  the  34th  day ;  her  health  improved  during  the  ten  sub- 
sequent days ;  she  then  had  a  true  relapse — a  second  attack 
of  typhoid  fever.  In  about  a  fortnight  she  was  again  con- 
valescent. Symptoms  of  perforation  of  the  intestine  occurred 
on  the  75th  day ;  convalescence  from  the  attack  of  peritonitis 
and  the  commencement  of  erysipelas  on  the  80th  day. 

This  case,  then,  may  be  divided  into  four  stages : — 

1st.  That  of  the  primary  attack  of  typhoid  fever. 

2nd.  That  of  the  relapse. 

3rd.  That  of  sudden  acute  peritonitis. 

4th.  That  of  erysipelas. 

1st.  The  primary  attack  of  typhoid  fever. — In  this  the 
most  peculiar  feature  was  the  very  large  volume  of  the 
spleen.  It  was  interesting  to  trace,  by  palpation  and  per- 
cussion, its  gradual  diminution  in  size  as  the  woman  ad- 
vanced in  convalescence.  Fresh  spots  ceased  to  appear  after 
the  27th  day  of  the  disease.  Hysterical  symptoms  are  not 
unfrequently  observed  in  females  during  the  early  stage 
of  convalescence,  i.e.  while  the  patient  is  suffering  from  ex- 
treme general  debility. 

2nd.  The  relapse. — If  a  patient,  during  convalescence 
from  fever,  suffers  (suppose  in  consequence  of  error  of  diet) 
from  hot  skin  and  quick  pulse,  that  patient  is  often  said  to 
be  suffering  from  a  relapse ;  but  Emma  F.  had,  on  the  44th 


COMMENTARY  ON  CASE  309 

day  of  disease,  i.e.  ten  days  after  convalescence,  a  return  of 
typhoid  fever.  Not  only  was  the  pulse  as  frequent  as  during 
the  primary  attack,  and  the  skin  as  hot,  but  the  diarrhoea 
returned,  repeated  scanty  crops  of  rose  spots  reappeared, 
and  the  spleen  again  enlarged,  though  it  did  not  attain  the 
size  it  reached  during  the  primary  attack.  The  small 
tumour  felt  deep  in  the  right  iliac  fossa  was  evidently  an 
enlarged  mesenteric  gland.  Its  size,  the  duration  of  the 
illness,  and  the  general  symptoms,  rendered  it  probable  that 
the  gland  was  undergoing  a  process  of  pseudo-suppuration. 
The  diminution  in  its  size  was  probably  the  consequence  of 
absorption  of  the  more  fluid  portion  of  its  substance,  and 
also  of  the  subsidence  of  vascular  engorgement. 

3rd.  Sudden  symptoms  of  peritonitis. — The  sudden  severe 
pain  in  the  abdomen,  accompanied  by  vomiting  and  symptoms 
of  collapse,  rendered  it  highly  probable,  from  the  moment  I 
saw  Emma  F.,  at  a  quarter  past  two  P.M.  on  the  75th  day,  that 
perforation  of  the  ileum  had  taken  place.  This  opinion  was 
rendered  still  more  probable  when,  returning  to  the  ward,  in 
less  than  three  hours,  I  found  that,  although  the  patient  had 
scarcely  rallied  from  the  collapse — for  her  hands  were  yet 
cold — all  the  symptoms  of  incipient  peritonitis  had  super- 
vened ;  and  when,  at  10  P.M.,  I  found  that  rigors  had  occurred, 
and  had  been  repeated  several  times,  that  the  expression 
continued  anxious,  and  that  the  symptoms  of  peritonitis  were 
more  marked  than  they  had  been  at  the  time  of  my  previous 
visit,  I  own  I  entertained  no  doubt  as  to  the  nature  of  the 
case.1  I  acted  in  accordance  with  the  opinion  I  had  formed, 
and  treated  Emma  F.  with  full  doses  of  opium,  after  the 

1  '  If  in  the  course  of  a  case  of  typhoid  fever,  whether  severe  or  trifling, 
or  even  in  unexpected  circumstances,  the  disease  having  been  up  to  that 
moment  latent,  there  should  supervene  suddenly  in  a  patient  labouring  under 
diarrhoea  pain  in  the  abdomen,  greatly  increased  by  pressure,  accompanied 
by  alteration  in  the  features,  and  more  or  less  quickly  by  nausea  and  vomit- 
ing, perforation  of  the  small  intestine  should  be  diagnosed.  The  sudden 
appearance  of  violent  pain  in  the  abdomen,  accompanied  by  change  of  expres- 
sion, would  be  insufficient  to  make  the  same  diagnosis  with  absolute  certainty  : 
the  pain  must  be  increased  by  pressure.  .  .  .  Not  only  is  this  increase  in 
the  pain  (by  pressure)  necessary,  but  it  is  also  necessary  for  the  diagnosis 
to  be  made  with  certainty  that  the  pain  should  extend  with  more  or  less 
rapidity  to  the  whole  abdomen.' — Louis's  Recherclies  sur  la  Maladie  connue 
sous  les  Noms  de  Fievre  Typhoide,  etc.,  2d  edit.,  vol.  i.  pp.  326,  332. 
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manner  recommended  by  Dr.  Stokes.  The  tenderness  of  the 
abdomen  was  general,  not  limited  to  any  one  part,  so  that  it 
was  evident  the  peritonitis  was  not  localised.  The  tolerance 
of  the  opium  showed  the  effect  the  peritonitis  was  exercising 
on  the  nervous  system.  On  the  third  day  from  the  outset 
of  the  peritonitis  the  abdomen  was  full,  resonant,  and  very 
tender,  but  on  the  following  day  the  tenderness  had  subsided, 
so  far  as  concerned  the  abdomen  generally,  but  was  still 
marked  in  the  right  iliac  fossa,  pointing  evidently  to  the  spot 
where  the  lesion  had  occurred,  on  which  the  peritonitis 
depended.  I  was  anticipating  a  successful  termination  of  the 
case,  when — 

4th.  The  erysipelas,  which  terminated  the  life  of  the 
patient,  commenced.  In  this  case  the  erysipelatous  inflam- 
mation' probably  extended  by  continuity  of  surface  from  the 
face  to  the  pharynx,  and  then  to  the  mucous  membrane  of 
the  larynx.  The  erysipelatous  inflammation  of  the  pharynx 
often  commences  independent  of  the  face,  i.e.  does  not  be- 
come involved  by  continuity  of  surface.  I  have  elsewhere 
shown  that  the  larynx  is  generally  affected  secondarily  to 
the  pharynx,  i.e.  chronologically  considered. 

The  examination  after  death  showed  that  I  had  com- 
mitted an  error  in  supposing  the  sudden  supervention  of  the 
peritonitis  to  have  been  due  to  perforation  of  the  intestine ; 
it  was  evidently  the  consequence  of  the  destruction  of  the 
peritoneum  over  a  mesenteric  gland  in  a  state  of  pseudo- 
suppuration  ;  the  substance  primarily  deposited  in  the  glands 
had  probably  first  softened,  and  then  undergone  fatty  de- 
generation by  a  direct  metamorphosis  of  its  protein  elements. 
The  presence  of  the  lymph  on  the  convex  surface  of  the 
liver,  and  the  condition  of  the  peritoneum  covering  the 
uterus  and  bladder,  proved  that  the  peritonitis  had  been,  as 
was  supposed  during  life,  general ;  while  the  situation  of  the 
lesion  on  which  the  peritonitis  depended,  and  the  evidence 
of  the  greater  intensity  of  the  inflammation  in  that  spot, 
sufficiently  accounted  for  the  continuance  of  the  tenderness 
in  the  right  iliac  fossa  after  the  abdomen  generally  was 
almost  indolent.  I  need  scarcely  point  to  the  grey  colour  of 
the  mucous  and  serous  membranes  as  indicating  the  chroni- 
city  of  the  inflammatory  action. 
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Had  this  patient  eventually  recovered  I  certainly  should 
have  considered  the  case  to  have  been  one  of  peritonitis,  the 
consequence  of  perforation  of  the  intestine,  cured  by  the  free 
use  of  opium.  The  lesion  really  present  was  evidently  far 
less  likely  to  prove  fatal  than  that  I  had  diagnosed  during 
life.  The  opium  was  doubtless  highly  beneficial,  and  to 
that,  and  the  absolute  repose  enforced,  perhaps  it  was  that 
the  patient  did  not  die  of  peritonitis.  This  case  is  particu- 
larly interesting  as  teaching  the  danger  that  surrounds  the 
attempt  to  judge  of  the  value  of  remedies  while  our  means 
of  diagnosis  are  imperfect. 

CASE  XXXIV. — In  a  girl  aged  16  years,  the  5th  day 
after  the  termination  of  typhus  fever — sudden  intense  pain  in 
the  abdomen — collapse — rigors — vomiting — extreme  tender- 
ness of  abdomen — diarrhoea — death.  After  death — abnormal 
vascularity  of  peritoneum — recently  effused  lymph  on  the 
surface  of  the  peritoneum  —  enlarged  spleen  —  abnormal 
development  of  the  solitary  glands  of  small  and  large  in- 
testines. 

Emma  T.,  aged  16,  was  admitted,  under  the  care  of  Dr. 
Southwood  Smith,  into  the  London  Fever  Hospital  at  the  latter 
end  of  February  1849.  Her  mother,  aunt,  brothers,  and  cousins 
were  admitted  about  the  same  time — all  were  suffering  from 
typhus  fever.  Emma  was  considered  to  be  labouring  under  the 
same  disease — her  bowels  were  relaxed  while  she  was  under 
treatment  in  the  hospital — she  was  considered  convalescent  on  the 
7th  of  March — I  did  not  see  her  till  the  12th.  At  the  time  I  saw 
her  she  had  just  been  led  from  the  dinner-table  to  her  bed — she 
had  suffered  a  little  pain  in  the  abdomen  all  the  morning,  but 
while  taking  her  dinner  the  pain  became  suddenly  more  severe, 
and  in  consequence,  as  I  happened  to  be  in  the  ward,  the  nurse 
requested  me  to  see  the  patient.  She  was  then  lying  on  her  back 
— skin  cold  and  damp — her  whole  appearance  indicating  extreme 
collapse — she  was  quite  sensible,  and  complained  of  pain  in  the 
belly.  The  abdomen  was  retracted,  hard,  and  very  tender — 
rigors,  frequent  vomiting  of  green  fluid,  and  diarrhoea  followed — 
she  passed  twelve  stools  during  the  night.  On  the  following  day 
her  pulse  was  scarcely  to  be  felt — the  surface  was  cold,  and  she 
lay  on  her  back — her  whole  appearance  denoting  extreme  prostra- 
tion. She  died  March  the  14th. 

The   body    of  Emma   Temple    was    examined    March    16th. 
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There  was  no  marked  emaciation ;  the  abdominal  parietes  were 
retracted,  or  they  had  fallen  in ;  the  peritoneum  lining  the  anterior 
wall  of  the  abdomen  was  more  injected  than  natural — the  small 
intestines  were  concealed  by  the  great  omentum — the  minute 
vessels  of  which  were  abnormally  loaded  with  blood,  especially 
at  its  inferior  or  free  margin ;  the  anterior-peritoneal  surface  of 
the  transverse  arch  of  the  colon  was  somewhat  more  vascular  than 
natural — not  so  the  peritoneal  surface  of  the  stomach.  On  turn- 
ing up  the  omentum  its  posterior  surface  was  found  much  more 
minutely  injected  than  its  anterior  layer.  The  peritoneum  cover- 
ing the  posterior  surface  of  the  transverse  arch  of  the  colon  was 
vivid  red  from  minute  injection. 

In  the  pelvic  cavity  were  about  8  ozs.  of  turbid  yellow 
serosity — the  turbidity  being  in  a  great  measure  caused  by  minute 
particles  of  purulent-looking  matter  diffused  through  the  fluid ; 
on  standing,  the  serosity  let  the  larger  of  the  particles  fall  to  the 
bottom  of  the  glass,  where  they  formed  a  copious  sediment. 

Several  folds  of  the  small  intestines  lay  in  the  pelvic  cavity. 
The  peritoneal  surface  of  these  folds  was  of  a  bright  scarlet  colour, 
the  redness  was  punctiform  or  uniform ;  the  latter  appearance 
being  caused,  apparently,  by  the  juxta-position  of  puncta. 

The  folds  of  the  small  intestines  situate  below  the  umbilicus 
were  evidently  much  more  minutely  injected,  and  much  redder 
than  those  placed  above  the  umbilicus.  The  whole  of  the  peri- 
toneum covering  the  small  intestines  and  the  posterior  wall  of  the 
abdomen  was  coated  by  a  thin  layer  of  soft  yellowish  lymph.  The 
quantity  of  the  lymph  was  greatest  at  the  angle  formed  by  the 
separation  of  two  adjacent  folds  of  intestines.1  There  was  no  en- 
largement of  the  mesenteric  glands. 

The  small  intestines  contained  some  dark  green  fluid,  and  shreds 
of  dark  green  mucus  adhered  to  the  lining  membrane ;  the  latter 
membrane  itself  was  pale — perhaps  somewhat  thicker  than  ordinary ; 
its  consistence  was  normal.  Peyer's  patches  were  perfectly  healthy 
in  colour,  thickness,  and  consistence.  The  solitary  glands  through- 
out the  whole  of  the  ileum  and  the  lower  part  of  the  jejunum  were 
enlarged,  dull,  white,  and  hard ;  they  felt  like  little  seeds  scattered 
over  the  lining  membrane  of  the  gut.  In  no  instance  did  they 
equal  small  pin-heads  in  size. 

The  cce.cum  was  healthy  in  all  particulars. 

The  solitary  glands  of  the  colon  were  abnormally  distinct ;  from 
twenty  to  thirty  could  be  counted  on  a  square  inch ;  they  varied 
in  size  from  a  mere  point  to  half  a  large  pin-head.  The  mucous 
membrane  was  pale,  and  of  normal  consistence  throughout. 

1  Redness  of  the  peritoneum  limited  to  these  parts  is  absolutely  diagnostic 
of  the  pre-existence  of  inflammation  of  that  membrane. 
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The  gall  bladder  was  distended  with  dark-green  bile. 

The  liver,  kidneys,  pancreas,  larynx,  pharynx,  stomach,  and  brain 
and  its  membranes  presented  no  appreciable  deviation  from  their 
normal  state. 

The  spleen  weighed  7|  ozs. ;  i.e.  it  was  heavier  than  natural; 
its  size  corresponded  to  its  weight. 

A  small  white  patch  on  the  anterior  surface  of  the  right  ven- 
tricle was  the  only  deviation  from  health  in  heart  or  pericardium. 

Old  adhesions  united  the  right  pulmonary  and  costal  pleurae. 
Both  lungs  were  perfectly  healthy  in  appearance;  there  was  no 
puckering  of  their  apices,  and  not  the  slightest  trace  of  tubercle  in 
either. 

The  bronchial  glands  were  normal  in  all  particulars. 

The  relatives  of  Emma  T.,  admitted  into  the  hospital, 
had  well-marked  typhus  fever  with  mulberry  rash.  Her 
mother  died,  and  after  death  her  intestines  were  found  in  all 
respects  healthy;  there  was  no  enlargement  of  the  mesen- 
teric  glands,  and  no  disease  of  Peyer's  patches. 

When  called  to  see  Emma  T.,  it  was  evident  that  she  was 
labouring  under  an  attack  of  peritonitis,  and  that  it  had 
supervened  during  convalescence  from  an  acute  illness 
accompanied  by  relaxed  bowels ;  sudden  severe  pain,  com- 
pelling the  patient  to  leave  the  table,  and  to  beg  assistance 
to  enable  her  to  reach  her  bed,  accompanied,  or  immediately 
succeeded,  by  symptoms  of  collapse,  and  these  again  quickly 
followed  by  oft-repeated  rigors,  extreme  tenderness  of  the 
whole  abdomen,  and  frequent  vomiting  of  green  fluid,  con- 
stitute that  group  of  symptoms  which  are  said  by  Louis  to  be 
diagnostic  of  perforation  of  the  intestine.1  An  examination 
after  death  of  Emma  T.  proved  that  the  peritonitis  was  in- 
dependent of  any  traumatic  cause.  It  was  an  example  of 
that  rare  affection,  acute  idiopathic  peritonitis.  My  impres- 
sion is  that  I  have  seen  at  least  one  other  such  case,  i.e.  a 
sudden  attack  of  acute  peritonitis  with  extreme  collapse 
during  convalescence  from  typhus  fever,  in  which,  of  course, 
no  ulceration  of  the  intestine  had  occurred.  At  the  present 
moment  I  cannot  put  my  hand  on  the  records  of  the  case 
or  cases  to  which  I  here  refer.  The  condition  of  the  solitary 
glands  of  the  small  and  large  intestines  was  a  matter  of  interest. 
The  appearance  of  the  enlarged  glands  was  equally  as  distinct 

1  See  note,  ante,  p.  309. 
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from  that  they  present  in  some  cases  of  typhoid  fever  as 
from  that  they  present  when  the  seat  of  tubercular  deposit. 
The  glands  seemed  really  hypertrophied.  They  did  not 
appear  to  have  been  the  seat  of  continued  increased  abnor- 
mal vascular  action,  for  they  were  neither  red  nor  grey. 
The  girl,  I  am  satisfied,  had  committed  no  error  in  diet; 
about  3  ozs.  of  boiled  mutton  and  8  ozs.  of  bread  were  all  the 
food  she  could  have  taken  in  any  twenty-four  hours  after  she 
was  convalescent. 

The  importance  of  this  case,  as  bearing  on  the  value  of 
the  symptoms  which  are  said  to  indicate  the  existence  of 
perforation  of  the  intestine,  appears  to  me  considerable.  In 
the  case  of  Emma  F. — Case  xxxm. — all  the  symptoms  said 
to  denote  the  occurrence  of  perforation  of  the  intestine  were 
present ;  but  an  examination  of  the  body  after  death  proved 
those  symptoms  had,  in  her  case,  arisen  from  a  much  less 
serious  lesion ;  in  the  case  of  Emma  Temple — Case  xxxiv. — 
all  the  symptoms  said  to  denote  the  occurrence  of  perforation 
of  the  intestine  were  also  present,  but,  in  her  case,  an  exami- 
nation of  the  body  after  death  proved  that  those  symptoms 
might  be  present  without  any  traumatic  lesion  of  the  peri- 
toneum, i.e.  idiopathic  inflammation  of  the  peritoneum  may 
supervene  during  convalescence  from  typhus  fever. 

§  7.    NATURE    OF   TYPHOID    FEVER. 

What  is  that  deviation  from  normal  structure  or  function 
which  is  essential  to  the  existence  of  typhoid  fever  ?  Peyer's 
patches  are  invariably  found  diseased  after  death  ;  but  then, 
as  has  been  previously  observed,  their  lesion  may  be  the  re- 
sult— invariable,  indeed,  but  still  the  result — of  some  general 
disease  bearing  only  the  same  relation  to  the  fever  that  the 
small-pox  pustule  does  to  the  general  disease  or  fever,  termed 
small-pox — the  latter  is  the  essential,  the  primary  affection ; 
the  former,  i.e.  the  local  lesion,  an  accident. 

Now,  some  (as  Cruveilhier)  have  considered  the  disease  of 
the  agininated  glands  as  the  essential  or  primary  affection, 
and  the  general  phenomena  as  being  secondary  to  the  local 
lesion.1  This  opinion  rests  chiefly  on  two  grounds  : — 

1  Louis  has  been  incorrectly  stated  to  hold  this  opinion. 
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1st.  That  the  lesion  is  invariably  present.  To  this  argu- 
ment the  answer  is,  the  identity  in  this  particular  between 
the  small-pox  pustule  and  the  intestinal  lesion  of  typhoid 
fever ;  and  that,  as  in  the  former,  the  invariable  sequence,  i.e. 
the  pustule,  is  not  regarded  as  a  cause  ;  so  in  the  latter  the 
invariable  co-existence  of  the  lesion  and  the  general  symptoms 
does  not  prove  that  the  general  symptoms  depend  on  the 
lesion. 

2nd.  That  the  abdominal  symptoms  are  frequently  those 
first  developed ;  that  pain  in  the  belly  is  often  the  first 
symptom  ;  and  that,  if  a  patient  die  ever  so  early  in  the  dis- 
ease, lesion  of  the  agminated  and  mesenteric  glands  is  con- 
stantly found.  But  to  prove  that  lesion  of  function,  or  of 
structure  of  an  organ,  is  even  invariably  the  first  of  a  series  of 
morbid  phenomena  is  by  no  means  to  prove  that  those  which 
follow  are  the  effect  of  the  first.1  Does  the  fact  that  lesion — 
inflammation  ? — of  Peyer's  patches  occurs  as  the  first  symptom 
prove  that  typhoid  fever  is  merely  a  species  or  variety  of 
enteritis  ?  Certainly  not ;  for  if  the  occurrence  of  sore  throat 
anterior  to  the  general  symptoms  of  scarlet  fever  be  not  a 
proof  that  the  general  symptoms — including  the  eruption — 
of  scarlet  fever  depend  on  the  inflammatory  affection  of  the 
throat,  no  more  can  the  general  symptoms,  including  the  rose 
spots,  of  typhoid  fever  be  considered,  i.e.  necessarily,  to  be 
dependent  for  their  origin  on  the  intestinal  disease  ;  and  this 
argument  has  the  greater  force  when  we  remember  that  sore 
throat  precedes  the  general  symptoms,  rigors  included,  of 
scarlet  fever  infinitely  more  frequently  than  diarrhoea  or 
abdominal  pain  precedes  the  general  symptoms  of  typhoid 
fever. 

It  will  be  observed  that  I  have  not  here  used  an  argument 
drawn  from  analogy,  a  line  of  argument  which  has  too  often 
been  the  bane  of  medicine,  to  prove  that  typhoid  fever  is  a 
general  disease,  but  have  only  urged  that  the  same  mode 
of  reasoning  should  be  used  in  considering  the  relation  sup- 
posed to  exist  between  the  local  lesion  and  the  general 
symptoms  of  two  analogous  diseases. 

1  The  invariable  antecedent  of  any  given  event  is  not  necessarily  its  cause. 
Invariable  antecedent  and  invariable  consequent  are  not  synonymous  with 
cause  and  effect. 
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Now,  as  a  positive  argument  against  the  view  that  the 
general  symptoms  of  typhoid  fever  are  dependent  on  the 
intestinal  lesion,  it  may  be  urged  that  the  former  bear  no 
relation  in  severity  to  the  extent  of  the  latter.1  The  tongue 
may  be  moist  and  almost  clean,  the  mind  clear,  the  general 
strength  comparatively  little  impaired,  as  in  the  case  of  Jane 
H.  (p.  295)  and  Peter  A.  (p.  275),  and  yet  the  intestinal  lesion 
be  most  extensive;  or  the  intestinal  lesion  may  be  trifling,  and 
every  other  organ  healthy,  so  far  as  the  scalpel  enables  one  to 
determine  their  condition,  and  yet  the  tongue  be  dry  and 
brown,  the  delirium  constant,  the  prostration  extreme  (see  the 
subjoined  case  of  Walter  B.,  p.  317).  This  want  of  relation  be- 
tween the  local  and  general  symptoms  is  sometimes  observed 
in  scarlet  fever.  Thus,  I  have  seen  a  strong  man  die  in 
scarlet  fever  when  the  throat  affection  was  of  the  most  trifling 
description,  and  the  scalpel  laid  bare  no  serious  lesions. 

What  I  especially  desire  to  impress  on  the  reader  is,  that 
I  do  not  argue,  that  because  sore  throat  precedes  the  general 
symptoms  of  scarlet  fever — and  yet  we  allow  that  the  latter 
are  not  dependent  on  the  former — therefore  the  general 
symptoms  of  typhoid  fever  are  not  dependent  on  the  intes- 
tinal disease ;  but  what  I  do  maintain  is,  that  if  the  fact  that 
the  general  symptoms  of  scarlet  fever  are  preceded  by  the 
sore  throat,  i.e.  by  a  local  lesion,  does  not  prove  that  the 
former  depends  on  the  latter,  then  the  simple  fact,  that  the 

1  I  am  quite  aware  that  it  has  been  argued  that  in  some  cases  of  pneu- 
monia there  is  no  relation  between  the  extent  of  the  local  lesion  and  the 
severity  of  the  general  symptoms.  There  is,  however,  less  force  in  this 
argument  than  might  at  first  appear,  and  for  this  reason,  that  a  man  who  has 
simply  diagnosed  the  existence  of  pneumonia,  and  mapped  out  its  extent, 
has  done  but  little  towards  proving  what  is  the  disease  under  which  his 
patient  labours.  Primary  pneumonia  must  be  separated  from  secondary 
pneumonia,  idiopathic  inflammation  from  that  coincident  with  old-standing 
disease,  as  Bright's  disease,  and/rom  that  set  up  during  the  progress  offebri- 
cula.  In  the  latter  case  most  severe  general  symptoms  may  have  preceded 
the  local  lesion,  and  be  out  of  all  proportion  to  it ;  in  the  former  case,  the 
general  symptoms,  influenced  doubtless  by  the  condition  of  the  blood,  may 
be  trifling,  so  that  when  cases  like  these  are  cut  out  from  the  list  of  pure 
pueumonias,  then  I  suspect  there  will  be  found  (if  similar  ages  be  alone  con- 
sidered, and  similar  forms  of  anatomical  lesion)  a  general  relation  between 
the  extent  of  the  local  lesion  and  the  severity  of  the  constitutional  symptoms, 
at  least  no  such  discordance  as  unquestionably  exists  between  the  two  in 
scarlet  and  typhoid  fevers. 
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intestinal  lesion  precedes  the  general  symptoms  of  typhoid 
fever,  cannot  be  regarded  as  proof  that  the  one  depends  on  the 
other,  that  they  stand  in  the  relation  to  each  other  of  cause 
and  effect,  and  that,  'moreover,  as  the  want  of  coincidence 
between  the  severity  of  the  throat  disease  and  the  general 
symptoms  of  scarlet  fever  is  held  to  be  the  cogent  argument 
in  favour  of  the  non-relation  of  the  two,  so  must  the  want  of 
coincidence  between  the  intestinal  lesion  and  the  general 
symptoms  of  typhoid  fever  be  held  to  be  an  equally  cogent 
argument  in  favour  of  the  non-relation  of  those  two.  I  plead 
not  that  what  is  true  of  the  one  disease  should  be  held  to  be 
true  of  the  other;  but  that,  in  reasoning  on  the  causative 
value  of  the  chronological  relations  between  the  local  lesion 
and  the  general  symptoms,  we  should  adopt  the  same  line  of 
argument  in  the  two  diseases. 

My  own  impression  is,  then,  that  the  intestinal  disease 
bears  the  same  relation  to  the  general  symptoms  and  to  the 
essential  deviation  from  function  or  structure  in  typhoid 
fever,  that  sore  throat  does  to  the  general  symptoms  and  to 
the  essential  deviation  from  function  or  structure  in  scarlet 
fever.  In  both,  the  first  notice  of  the  poison  having  entered 
the  system,  or  of  the  morbid  condition  of  the  blood,  the  vas- 
cular system,  or  nervous  system  (whichever  it  may  please 
the  reader  to  prefer)  having  been  established,  is  manifested 
by  that  organ,  which  is  the  most  susceptible  to  the  influence 
of  the  diseased  condition,  or  to  the  action  of  the  poison  ;  that 
which  determines  whether  headache,  or  diarrhoea,  or  sore 
throat  shall  be  the  first  symptom,  being  the  variation  which 
exists  in  the  degree  of  susceptibility  of  different  organs  in 
different  individuals. 

CASE  XXXV. — In  a  man  aged  22  years,  after  four 
months'  residence  in  London.  Pain  in  the  abdomen — 
frontal  headache — rose  spots — sonorous  rale — epistaxis — 
delirium — dry,  brown  tongue — slightly  relaxed  bowels — 
sudden,  intense  pain  in  the  abdomen— followed  by  rigors 
— chilliness — general  abdominal  tenderness — death  on  the 
22nd  day  of  disease.  Twenty-two  hours  after  death — bron- 
chial mucous  membrane  injected — extreme  vascularity  of 
peritoneum — recent  adhesion  of  folds  of  ileum — turbid  fluid 
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in  peritoneal  cavity — perforation  of  ileum — ulceration  of 
Peyer's  patches — softening  of  mucous  membrane  of  csecum 
and  colon — mesenteric  glands  enlarged — spleen  large — other 
organs  healthy. 

Walter  B.,  a  strong,  well-made  man,  5  feet  1 1  inches  in  height, 
and  measuring  1 6  inches  across  the  shoulders,  of  fair  complexion, 
light  hair  and  eyes,  aged  22,  a  policeman,  was  admitted  into  the 
London  Fever  Hospital,  August  17th,  1850,  under  the  care  of  Dr. 
Tweedie.  His  health,  up  to  the  date  of  the  commencement  of  his 
present  illness,  had  been  very  good.  He  had  lived  in  London  four 
months  only,  and  resided  during  that  time  at  Eotherhithe  station- 
house.  On  Saturday,  August  1  Oth,  he  was  seized  with  pain  in  the 
abdomen  and  frontal  headache.  His  bowels  were  confined  till  he 
took  an  aperient.  He  left  duty  Wednesday,  August  14th,  and 
took  to  his  bed  the  day  before  his  admission.  At  no  time  since 
the  outset  had  he  had  rigors. 

A  few  hours  after  his  admission  I  made  the  following 
notes : — 

August  17th,  8th  day  of  disease.  No  headache;  some  ver- 
tigo ;  mind  clear  ;  expression  nearly  natural ;  slept  well  last  night ; 
pupils  large  ;  conjunctivas  pale ;  bad  taste  in  the  mouth  ;  states 
that  any  noise  is  offensive  to  him. 

He  rode  this  morning  in  an  omnibus  from  Kotherhithe  to 
King's  Cross,  and  then  walked  from  King's  Cross  to  the  hos- 
pital. 

Tongue  moist,  large,  red  at  edges,  elsewhere  covered  with  thick, 
dirty-white  fur ;  no  stool  to-day  ;  no  appetite  ;  much  thirst ;  no 
fulness,  resonance,  tenderness,  nor  gurgling  in  abdomen.  Pulse 
84,  soft ;  trifling  cough  ;  a  little  sonorous  rale  generally  over  the 
whole  chest. 

Skin  warm  and  dry.  About  100  rose  spots  on  the  anterior 
surface  of  the  abdomen  and  thorax. 

On  the  next  day  his  tongue  was  nearly  clean  ;  and  although  he 
had  taken  a  teaspoonful  of  castor  oil,  his  bowels  only  acted  once. 
There  was  little  alteration  for  the  two  following  days,  except  that 
on  both  he  sweated  very  freely,  and  passed  two  relaxed  stools. 

On  the  23d  of  August,  i.e.  14th  day  of  disease,  I  noted  : — 

Pulse  96,  soft;  muscular  movements  very  tremulous;  sweated 
freely  yesterday  afternoon  ;  no  miliary  vesicles  ;  several  fresh  rose 
spots ;  tongue  moist,  furred,  white,  very  tremulous ;  two  relaxed 
stools ;  gurgling  in  the  right  iliac  fossa ;  no  tenderness,  abnormal 
fulness,  nor  resonance  of  abdomen. 

Although  the  muscular  movements  were  very  tremulous  on  the 
24th  of  August,  yet  he  sat  up  in  bed,  when  bid,  with  facility.  He 
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continued  to  sweat  occasionally.  The  pulse  continued  96.  In  the 
evening  he  lost  about  8  ozs.  of  blood  from  the  nose,  and  subse- 
quently became  delirious. 

On  the  25th  of  August,  the  16th  day  of  disease,  the  delirium 
continued,  the  muscular  tremor  had  increased,  and  his  tongue  was 
dry  in  the  centre.  He  had  no  stool.  On  the  following  day  I 
noted  as  follows,  1 7th  day  of  disease  : — 

Pulse  96,  soft;  face  flushed;  tongue  dry,  brown,  and  very 
tremulous  ;  abdomen  moderately  full  only  ;  no  abnormal  resonance, 
no  gurgling ;  characters  of  rose  spots  unequivocal ;  position  dorsal, 
legs  freely  extended ;  slept  better  than  the  preceding  night,  but 
was  delirious  when  awake ;  did  not  attempt  to  quit  his  bed. 

On  the  18th  day  he  continued  in  much  the  same  state.  He 
passed  one  stool  only. 

On  the  29th  of  August,  the  20th  day  of  disease,  his  pulse  was 
120,  weak;  he  was  reported  to  have  slept  much  night  and  day, 
but  was  readily  aroused  ;  had  passed  one  relaxed  stool. 

On  30th  of  August,  21st  day  of  disease,  the  following  note  was 
made  : — 

Pulse  108  ;  mind  confused,  no  idea  how  long  he  has  been  in 
the  hospital ;  conjunctives  pale,  pupils  large ;  general  muscular 
tremor  so  great  that  he  articulates  imperfectly  and  with  difficulty  ; 
position  dorsal,  legs  fully  extended  ;  cheeks  flushed ;  tongue  dry, 
brown,  and  fissured  ;  has  passed  two  watery  stools  the  last  twenty- 
four  hours.  No  fulness,  abnormal  resonance,  nor  tenderness  of 
abdomen ;  no  gurgling ;  skin  hot,  damp ;  no  miliary  vesicles ; 
rose  spots  numerous  and  well  marked ;  some  redness  of  the  cutis 
covering  the  sacrum. 

He  lay  quietly  and  appeared  quite  easy  from  the  time  of  my 
visit  until  11  P.M.,  when  the  nurse  left  him  asleep.  About 
half-past  one  A.M.,  the  night-nurse  reported,  that  he  awoke 
complaining  of  violent  pain  at  the  lower  part  of  the  abdomen. 
She  reported,  that  '  he  cried  dreadfully,  and  said  the  pain  was  so 
violent  he  did  not  know  what  he  should  do.'  He  then  complained 
of  sense  of  cold  ;  he  shivered,  and  his  skin  felt  considerably  below 
the  natural  temperature  to  the  nurse.  He  was  at  the  same  time 
covered  with  '  a  cold  sweat.'  A  blanket  was  placed  on  the  bed,  a 
hot  bottle  to  the  feet,  and  the  abdomen  fomented  with  hot  water. 
From  these  he  appeared  to  experience  relief,  and  fell  asleep  about 
5  A.M.  At  7  A.M.  he  awoke ;  and  then  complained  of  pain, 
and  there  was  great  tenderness  of  the  abdomen.  Hyd.  chlorid. 
gr.  j.,  pulv.  opii,  gr.  £  in  pill  was  given  at  1 0  A.M.,  and  repeated  at 
noon.  From  2  till  4  P.M.  he  slept  quietly ;  on  waking,  he  left  his 
bed  to  dress  himself,  fancying  it  was  morning. 

At  5  P.M.  I  saw  him,  and  noted  as  follows : — 

Pulse  rapid  and  feeble;  was  awake  when  I  entered  the  ward, 
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ten  minutes  since — is  now  dozing,  talking  a  little  in  his  sleep  ;  lies 
constantly  on  his  back,  with  his  legs  fully  extended ;  expression 
rather  worn ;  face  pale,  conjunctive  pale,  pupils  natural ;  tongue 
dry,  covered  with  a  thin,  rough,  yellowish  fur,  fissured,  red  at  the 
tip  and  edges.  He  passed  two  stools  while  in  much  pain,  early  in 
the  morning,  and  one  about  1 0  o'clock ;  the  last  was  liquid, 
consistence  of  the  others  not  ascertained ;  no  nansea ;  no  vomiting ; 
abdomen  hard,  parietes  retracted,  decidedly  tender  over  its  whole 
extent ;  tenderness  greatest  in  the  hypogastric  region ;  a  blister 
has  formed  spontaneously  on  the  spine  of  the  right  ileum.  Complains 
of  pain  in  the  abdomen  when  he  coughs,  but  not  as  he  lies  quietly. 
No  sense  of  chilliness ;  surface  generally  of  normal  temperature ; 
hands  rather  livid  and  cool.  Many  well-marked  rose  spots  on 
abdomen  and  thorax. 

I£  Tinct.  opii,  tUxx.;  aqua  Bss. ;  M.  ft.  s.;  pulv.  opii,  gr.  j. 
4tis  q.  hora  s. 

He  died  at  2  P.M.,  August  31st,  i.e.  the  22nd  day  of  disease. 
I  did  not  see  him  after  making  the  foregoing  notes.  But  from  the 
nurse,  an  intelligent  woman,  I  received  the  subjoined  report.  He 
slept  from  7  P.M.  till  1 0  P.M.;  and  during  the  night,  at  intervals, 
for  half  an  hour ;  to-day  he  has  dozed  frequently,  but  not  more 
than  five  minutes  at  one  time.  Although,  to  the  very  last,  he 
answered  questions  rationally,  yet  every  now  and  then  his  mind 
wandered.  He  never  complained  of  pain  in  the  belty,  except  once 
slightly  this  morning,  just  after  drinking  a  little  warm  tea.  He 
lay  constantly  till  he  died  in  the  position  in  which  I  saw  him,  i.e. 
dorsal,  with  legs  extended.  His  hands  continued  as  yesterday, 
livid  and  cool  and  clammy,  and  to-day  his  face  was  rather  purple. 
There  was  no  return  of  the  rigors,  and  he  did  not  complain  of 
feeling  cold.  But  when,  on  one  occasion,  the  nurse's  hand  touched 
him,  he  said,  '  How  cold  your  hand  is.'  Really  it  was  not  so. 
The  nurse  did  not  observe  his  belly  to  be  swollen  when  she 
changed  the  poultices,  application  of  which  appeared  to  afford  him 
satisfaction. 

The  body  of  Walter  B.  was  examined  twenty-two  hours  after 
death ;  the  weather  moderately  warm.  The  following  notes  were 
made  : — 

Cadaveric  rigidity  strongly  marked ;  moderate  congestion  of 
the  posterior  surface  ;  abdomen  full  and  resonant ;  very  little  fat 
on  the  abdominal  or  thoracic  parietes ;  brain  and  meninges  in  every 
respect  normal;  a  small  non-adherent,  colourless  clot  in  the 
superior  longitudinal  sinus ;  arachnoid  transparent ;  no  abnormal 
vascularity  of  pia  mater;  rather  more  transparent  colourless 
serosity  beneath  the  arachnoid  than  usual,  but  not  enough  to 
raise  that  membrane  from  the  gyri — the  latter  are  rather  narrow, 
and  the  anfractuosities  rather  broad;  about  half  an  ounce  of 
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colourless  transparent  serosity  in  the  lateral  ventricles,  and  as 
much  at  the  base;  the  colour  and  consistence  of  the  brain 
substance  natural. 

The  larynx,  pharynx,  and  oesophagus  were  not  examined  (the 
friends  objected  to  the  body  being  disfigured). 

Pericardium  contains  very  little  fluid. 

A  firm  yellow  clot  filled  the  right  auricle  and  ventricle ;  a 
smaller  one  lay  in  the  left  cavities.  The  substance  of  the  heart 
firm,  healthy  in  appearance  ;  valves  normal. 

No  adhesions ;  no  fluid  in  either  pleura.  Lungs  models  of 
health  ;  pale  and  crepitant. 

Bronchial  Tubes. — Lining  membrane  considerably  injected  with 
blood.  Opened  to  third  divisions.  Bronchial  glands  not  visible. 

Peritoneal  Cavity. — External  surface  of  stomach  abnormally 
injected.  Great  omentum  highly  vascular,  bright  scarlet,  especially 
its  lower  portion  or  free  edge,  and  part  adjacent,  which  latter  are 
also  covered  with  pulpy  yellow  lympho-purulent  matter.  About 
13  ozs.  of  dark  turbid  dirty-looking  fluid,  with  shreds  of 
lymph  in  it,  removed  from  the  peritoneal  cavity.  Penetrating  the 
coats  of  the  ileum,  about  three  inches  above  the  ileo-caecal  valve, 
and  through  that  portion  of  the  intestine  opposite  to  the  mesentery, 
is  an  aperture  about  the  size  of  a  small  pin-head ;  turbid,  gruelly- 
looking  fluid  can  be  pressed  from  the  intestinal  canal  through  the 
opening  referred  to.  Some  soft  lymph  coats  the  peritoneal 
covering  of  the  intestine,  here  and  there  in  the  vicinity  of  the 
aperture,  but  there  are  no  adhesions  around  or  adjoining  it.  Just 
above  it,  however,  are  three  folds  of  the  ileum,  adherent  to  each 
other.  These  adhesions  are  readily  broken  down.  There  is  no 
second  perforation.  [When  the  abdomen  was  opened,  the  portion 
of  the  intestine  in  which  the  aperture  was  found  lay  in  the 
pelvic  cavity.]  The  peritoneum  covering  the  lower  part  of  the 
ileum  is  either  deep  red  or  vivid  scarlet.  The  redness,  to  the 
unassisted  eye,  is  uniform  at  places,  but  even  there  a  lens  shows  it 
to  be  really  capillary.  The  vessels  of  the  peritoneal  surface  of  the 
bladder,  and  of  the  anterior  wall  of  the  abdomen,  are  finely 
injected  with  blood.  The  under  surface  of  the  great  omentum  is 
decidedly  more  vascular  than  the  anterior  surface. 

Stomach  moderately  rugose.  The  mucous  membrane  is  pale, 
excepting  that  of  the  fundus,  which  is  of  a  deep  yellowish-green 
colour ;  it  is  mammillated  from  the  fundus  to  two  inches  from  the 
pylorus.  The  consistence  of  the  mucous  membrane  is  good.  Strips 
from  J  inch  to  f  of  an  inch  obtainable. 

Duodenum. — Mucous  membrane  deep  yellow ;  otherwise  healthy. 

Jejunum  and  Ileum. — The  mucous  membrane  of  the  jejunum 
and  upper  part  of  ileum  pale,  of  normal  thickness  and  consistence. 
About  forty-two  inches  above  the  ileo-csecal  valve,  on  one  of  Peyer's 
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patches,  are  two  ulcers  one-fifth  of  an  inch  in  diameter ;  their  edges 
dull  red;  their  floor,  composed  of  the  submucous  tissue,  pale,  or  faintly 
streaked  with  red.  The  whole  patch  is  slightly  thickened  and 
opaque ;  there  is  no  deposit  in  the  submucous  tissue  of  the  gland. 
On  the  next  patch,  descending  to  the  ileo-csecal  valve,  is  a  pale, 
opaque,  thickened  spot,  ^  inch  in  diameter;  then  follow  three 
patches,  on  each  of  which  is  an  ulcer  one-fifth  of  an  inch  in  diameter, 
with  deep  red  edges.  Then  comes  the  patch  next  save  one  to  the 
ileo-csecal  valve,  through  which  the  perforation  had  occurred.  On 
this  large  patch,  which  is  over  its  whole  extent  somewhat  thicker 
than  usual,  but  offers  no  deposit  in  any  part  of  its  substance,  are 
five  small  ulcers,  their  floors  formed  by  transverse  muscular  fibre ; 
the  whole  patch  is  rather  redder  than  the  surrounding  membrane. 
The  perforation  has  taken  place  through  the  centre  of  an  ulcer 
seated  on  the  centre  of  this  Peyer's  patch ;  the  edges  of  the 
aperture  are  bounded  by  a  few  shreds  of  sloughy-looking  yellowish- 
white  substance.  The  ulcer  through  which  the  perforation  has 
occurred  is  £  an  inch  in  length  and  a  ^  of  an  inch  in  breadth ; 
its  floor  is  formed  of  transverse  muscular  fibres  of  a  deep  red 
colour;  the  perforation  is  as  near  as  may  be  in  the  centre  of 
this  ulcer.  The  Peyer's  patch  immediately  above  the  ileo-caecal 
valve  is  thickened  as  in  others,  from  the  swollen  state  of  the 
mucous  and  submucous  coats,  and  not  from  any  deposit  in  the 
latter.  On  it  are  three  or  four  ulcers,  neither  exceeding  one-fifth 
of  an  inch  in  diameter;  their  floors  are  formed  of  submucous 
cellular  tissue.  The  lower  six  inches  of  the  ileum  are  somewhat 
more  injected  than  usual,  the  redness  being  capillary. 

Caecum  and  Colon. — Mucous  membrane  generally  extremely  soft, 
no  strips  obtainable ;  no  ulceration ;  no  enlargement  of  the  solitary 
glands. 

Mesenteric  glands — corresponding  to  the  whole  length  of  the 
intestine — slightly  enlarged  ;  about  the  size  of  peas  and  beans,  but 
flat ;  they  are  flabby  and  purple. 

Pancreas  pale  and  healthy. 

Liver  healthy  in  colour;  flabby.  Gall  bladder  moderately 
distended  with  thin  yellow  bile. 

Spleen  large,  dark,  soft,  flabby. 

Kidneys. — Capsules  separate  readily ;  healthy  in  all  respects. 

Urinary  Bladder. — Mucous  membrane  pale ;  healthy. 

Early  in  the  morning  of  the  21st  day,  perforation  of  the  ileum 
took  place;  in  thirty-seven  hours  the  man  was  dead.  The 
symptoms  were  sufficiently  well  marked  for  the  diagnosis  to  be 
made,  and  the  prognosis  given  with  confidence.  This  man,  like 
John  P.,  lay  on  his  back,  with  his  legs  fully  extended,  although 
his  peritoneum  was  intensely  inflamed.  Nor  were  the  man's  senses 
blunted  to  an  extent  sufficient  to  account  for  the  slight  pain  he 
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suffered.  He  enjoyed  the  taste  of  the  tea  he  drank  on  the  morning 
of  his  death,  telling  the  nurse  that  it  was  better  than  ordinary — a 
fact,  as  it  was  distinct  from  that  of  the  other  patients  and  stronger 
than  usual.  It  is  worthy  of  remark,  that  Walter  B.  walked  on  the 
8th  day  of  disease  from  King's  Cross  to  the  Liverpool  Road,  Islington, 
a  distance  of  a  mile — a  most  fatiguing  walk,  as  he  had  to  ascend 
the  long  and  steep  Pentonville  hill.  I  never  saw  the  same  degree  of 
muscular  power  in  a  severe  case  of  typhus  fever  at  the  commencement 
of  the  second  week.  By  the  1 6th  day  he  was  very  delirious  night  and 
day;  his  tongue  was  dry  and  brown,  and  the  prostration  was  extreme; 
yet,  when  he  died  a  week  after,  i.e.  on  the  22nd  day  of  disease,  the 
amount  of  intestinal  or  mesenteric  disease  was  really  trifling  when 
compared  with  that  present  in  Jane  H.  (Case  xxxn.)  or  Peter  A. 
(Case  xxvi.).  The  ulcers  were  very  small,  quite  insignificant,  with 
the  exception  of  the  one  through  which  the  perforation  occurred,  and 
that  would  have  been  harmless  but  for  its  depth  at  one  little  spot. 
Excepting  the  intestinal  canal,  mesenteric  glands,  and  peri- 
toneum, every  organ  was  healthy.  The  peritonitis  was  of  course 
set  up  subsequently  to  the  occurrence  of  delirium,  brown  tongue, 
and  prostration. 

As  to  the  softened  state  of  the  mucous  membrane  of  the 
large  intestine,  I  am  inclined  to  consider  that,  in  the  case  of 
Walter  B.,  it  was  in  a  great  measure  cadaveric.  The  colour 
of  the  softened  membrane  was  neither  red  nor  grey,  nor  had  it 
that  granular  appearance  comparable  to  a  mixture  of  flour  and 
cold  water,  which  characterises  mucous  membranes  softened 
from  inflammation.  It  is  interesting  to  observe,  that  the 
delirium,  etc.,  set  in  directly  after  he  lost  8  ozs.  of  blood  from 
the  nose.  Blood-letting  is  never  required  in  fever  because 
delirium  occurs,  however  violent  that  may  be.  The  large 
proportion  of  fibrine  in,  and  the  firmness  of  the  clot  found  in 
the  heart  after  death,  was  probably  to  be  explained  by  the 
presence  of  the  peritonitis.  The  spleen  was  enlarged. 

§  8.   PREGNANCY — AGE — DURATION   OP  DISEASE. 
Pregnancy. 

Rokitansky  says, '  Pregnancy  offers  an  almost  entire  im- 
munity from  typhoid  fever.'  My  experience  is  by  no  means  in 
accordance  with  that  of  the  celebrated  Vienna  pathological 
anatomist's,  and  I  know  others  have  repeatedly  met  with 
examples  of  women  large  with  child  suffering  from  typhoid 
fever.  Pregnancy  is  a  very  serious  complication.  A  very  large 


324  TYPHOID  FEVER 

proportion,  I  will  not  say  all,  of  such  cases  die.  Last  winter 
(1849-50)  I  exhibited  to  the  members  of  the  Pathological 
Society  the  intestines  of  a  woman  who  died  on  about  the  12th 
day  of  typhoid  fever.  She  was  seven  months  gone  with  child. 

Age. 

When  speaking  of  the  influence  of  age  on  the  prognosis 
in  typhus  fever,  I  stated  that  the  mortality  from  that 
disease  between  the  ages  of  6  and  15  years  was  exceedingly 
small;  this  is  far  from  true  with  respect  to  the  mortality 
from  typhoid  fever ;  for  about  25  per  cent,  of  those  suffering 
from  the  latter,  whose  ages  lie  between  6  and  15  years 
inclusive,  die. 

Of  nearly  400  individuals  suffering  from  typhoid  fever 
received  into  the  London  Fever  Hospital,  three  only  have 
been  more  than  50  years  of  age;  the  ages  of  these  three 
individuals  were  respectively  51,  55,  and  55  years.  Two 
of  them  were  women,  one  a  man.  A  brief  account  of 
the  latter  case  is  given  below  (Case  xxxvi.)  The  fact  that 
typhoid  fever  is  very  rarely  observed  after  the  age  of  50, 
has  been  confirmed  by  every  observer  of  the  disease. 

My  impression  is,  that  the  rose  spots  of  typhoid  fever  are 
more  frequently  absent  from  patients  more  than  30  years 
old  than  from  those  of  less  mature  age.  I  should  say  they 
were  rarely  absent  in  young  persons.  This  is,  however,  the 
reader  must  remember,  merely  a  general  impression.  I  have 
in  an  earlier  part  of  this  essay  proved  the  reverse  to  be  true 
with  reference  to  typhus  fever. 

CASE  XXXVI. — John  A.,  aged  55,  a  labourer,  was  admitted 
into  the  London  Fever  Hospital,  June  1850,  under  the  care  of  Dr. 
Southwood  Smith.  John  A.  was  said  to  have  been  taken  ill  about 
ten  days  before  his  entrance  into  the  hospital.  He  had  been  delirious 
for  three  days  before  he  came  under  observation.  His  illness 
began  with  loss  of  appetite,  pain  in  the  abdomen,  and  diarrhoea ;  he 
had  from  five  to  six  stools  daily  before  entering  the  hospital.  On 
admission  all  delirium  had  ceased ;  the  expression  of  his  counte- 
nance was  natural ;  his  tongue  was  dry,  red,  furred  in  the  centre, 
and  fissured ;  abdomen  full  and  soft ;  his  pulse  was  84 ;  sonorous 
rale  was  heard  over  the  whole  chest ;  the  skin  was  cool ;  several 
rose  spots  were  noted  on  the  abdomen,  and  a  few  on  the  back. 
On  the  following  day  his  mind  was  observed  to  be  confused.  He 
was  convalescent  by  the  1st  of  July. 
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For  these  particulars  of  the  case  I  am  indebted  to  Mr. 
Birkett,  M.B.,  Lond.  I  saw  the  man  repeatedly,  but  did  not 
take  any  notes  of  his  case.  The  rose  spots  were  exceedingly 
well  marked ;  fresh  spots  appeared  every  few  days.  In  them- 
selves, when  well  marked  in  character  and  course,  they  are 
absolutely  diagnostic  of  typhoid  fever ;  but  when  conjoined, 
as  in  this  case,  with  the  delirium,  followed  by  slight  mental 
confusion,  red  and  dry  tongue,  and  diarrhoea,  the  most 
sceptical  must  admit  the  patient  offering  such  a  combination 
of  symptoms  to  be  labouring  under  typhoid  fever. 

CASE  XXXVII. — Without  known  cause  in  a  child  aged 
1 1  years. — Headache  —  delirium  —  weakness — vertigo  —  loss 
of  sleep — flushing  of  cheeks — anorexia — diarrhosa — furred 
tongue — fulness,  resonance,  and  slight  tenderness  of  abdo- 
men— a  few  rose  spots — muscular  tremors — general  and 
physical  signs  of  bronchitis  and  pneumonia — death  on  about 
the  30th  day  of  disease.  Examination  of  the  body  about 
thirty-eight  hours  after  death. — Marked  cadaveric  rigidity — 
slight  excess  of  serosity  beneath  arachnoid — some  serosity 
beneath  mucous  membrane  of  arytseno-epiglottidean  folds — 
ulceration  of  Peyer's  patches  in  the  last  fourteen  inches  of 
the  small  intestines — slight  enlargement  of  the  mesenteric 
glands — spleen  rather  large — double  lobular  consolidation  of 
lung — lymph  on  pleurae. 

Ellen  H.,  aged  11  years,  an  inmate  of  the  School  of  Discipline, 
was  admitted  into  the  London  Fever  Hospital,  under  the  care  of 
Dr.  Tweedie,  December  14th,  1847  ;  a  moderately  stout,  fair  child, 
said  to  have  had  fever  and  small-pox  three  years  before  she  came 
under  observation  ;  had  enjoyed  health  for  two  and  a  half  years. 

Without  having  been  exposed  to  contagion  or  other  known 
exciting  cause,  E.  H.  was  attacked  with  headache ;  gradually  she 
grew  decidedly  ill,  so  that  she  took  to  her  bed  one  week  before 
admission  into  the  hospital.  Delirium  was  reported  to  have  com- 
menced on  about  the  llth  day  of  her  illness,  i.e.  llth  December. 
No  further  history  could  be  obtained. 

On  the  1 5th  day  of  disease  the  following  notes  were  made  : — 
Has  slept  but  little  since  admission  (i.e.  twenty  hours).  General 
headache  ;  vertigo  ;  was  very  delirious  and  restless  during  the  night, 
leaving  her  bed  several  times  without  purpose ;  memory  defective ; 
does  not  know  how  long  she  has  been  in  the  hospital ;  strabismus 
(natural) ;  slight  impediment  in  speech  (natural)  ;  no  flush ;  expres- 
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sion  natural ;  no  injection    of   conjunctive ;    she    quits   her   bed 
(i.e.  when  not  delirious)  unassisted,  but  with  some  difficulty. 

Tongue  moist,  furred,  pale,  large ;  much  thirst ;  no  appetite ; 
swallows  with  ease ;  no  stool  (the  bowels  acted  yesterday  before 
admission) ;  abdomen  full,  resonant ;  no  tenderness  of  belly ;  no 
gurgling  in  iliac  fossae;  pulse  120,  weak;  cough  rather  trouble- 
some ;  no  expectoration ;  sonorous  rale  over  both  sides  of  the 
chest,  mixed  with  some  mucous  rale.  The  mucous  rale  is  very 
abundant  at  the  base  posteriorly  of  both  lungs;  and,  in  that 
situation,  the  mucous  rale  is  mixed  with  fine  crepitation.  The 
skin  is  hot  and  dry ;  there  are  two  imperfectly  marked  rose  spots 
on  the  abdomen. — A  saline  mixture  every  six  hours. 

On  the  following  day  the  headache  was  more  severe,  and 
limited  to  the  forehead.  She  had  slept  but  little,  and  that  little 
had  been  disturbed.  A  fresh  rose  spot  had  made  its  appearance ; 
the  vertigo  had  increased,  and  the  child  was  unable  to  stand  with- 
out assistance.  The  stools — three  in  number — were  watery.  The 
left  cheek  was  flushed.  Abundant  sonorous  and  mucous  rales 
were  heard  over  the  whole  chest.  The  mucous  rale  was  mixed 
with  much  fine  crepitation  from  the  extreme  base  of  the  right  lung 
to  a  little  above  the  inferior  angle  of  the  scapula.  There  was  some 
want  of  resonance  in  the  same  situation.  During  the  succeeding 
night  she  left  her  bed  frequently ;  her  mind  at  the  time  evidently 
wandering;  she  had  but  little  sleep. 

From  this  time,  till  her  death,  on  about  the  30th  day  of 
disease,  her  pulse  varied  from  120  to  130.  On  the  22nd  day  it 
was  too  feeble  to  count,  and  continued  so  the  two  following  days ; 
but,  on  the  25th,  it  Avas  again  perceptible — 120  ;  the  26th  day  it 
was  130;  the  27th  120  ;  and  from  that  time,  till  her  death,  was 
too  weak  to  be  counted. 

The  delirium  continued  from  the  day  of  her  admission  till  that 
of  her  death — its  character  unchanged.  Thus,  the  day  before  her 
death,  she  was  noisy,  screamed  violently,  and,  even  on  the  day  of 
her  death,  attempted  to  leave  her  bed.  The  want  of  sleep  was 
marked  even  so  late  as  the  27th  day,  at  which  time  it  was  noted 
that  she  did  not  sleep  more  than  five  minntes  at  one  time.  On 
the  28th  day  somnolence  commenced,  and  continued  till  her  death, 
except  when  interrupted  by  delirium. 

The  spots,  never  very  perfect  in  their  character,  continued  to 
make  their  appearance  till  the  25th  day. 

The  tongue  moist,  furred  posteriorly,  dirty  white,  large,  and 
its  mucous  membrane,  as  seen  at  the  edges,  pale,  on  admission,  was 
moist  and  nearly  clean  on  the  25th  and  26th  days;  very  tremu- 
lous on  the  27th;  dry  and  slightly  furred  on  the  28th;  and, 
finally,  dry  and  brown  the  last  two  days  of  life. 

The  stools,  of  which  two  or  three  were  passed  daily,  were 
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watery.  On  the  22nd  one  was  passed  into  the  bed  :  and  after  the 
26th,  all  the  faeces  and  urine  were  passed  unconsciously  into  the 
bed.  The  abdomen,  from  the  first,  was  full  and  resonant.  At  no 
time  was  there  any  marked  tenderness  or  gurgling.  Prostration 
increased  on  the  27th ;  the  muscular  movements  were  very 
unsteady,  and  she  was  evidently  much  weaker  than  before.  On 
the  28th,  she  lay  on  her  back  with  her  knees  drawn  up,  and  with 
a  marked  expression  of  prostration.  A  circumscribed  pink  flush 
was  occasionally  observed  on  the  cheeks,  one  or  both.  The  cough 
continued  throughout.  The  respiration  was  counted  on  the  25th 
and  28th  days  only ;  it  was  then  36  in  the  minute.  The  abnormal 
physical  signs  became  daily  more  marked  and  extensive,  so  that, 
on  the  24th,  mucous  rale,  mingled  with  fine  crepitation,  was 
audible  over  the  whole  right  side  of  the  chest ;  and  there  was  some 
want  of  resonance,  on  percussion,  over  the  same  extent ;  the  left 
side  presented  similar  physical  signs.  On  the  28th,  the  heart's 
sounds  were  inaudible,  from  the  loud  and  abundant  mucous  rale 
emanating  from  the  portion  of  lung  overlapping  that  organ. 

The  chest  was  not  examined  the  last  two  days  of  life. 

No  miliary  vesicles  were  observed  at  any  time. 

She  sank  gradually,  the  breathing  becoming  more  rapid  and 
noisy,  and  the  drowsiness  more  profound,  and  died  at  half-past 
seven  P.M.  on  (about)  the  30th  day  of  disease. 

The  body  of  Helen  H.  was  examined  about  thirty-eight  hours 
after  death ;  the  weather  was  intensely  cold  and  dry.  The  follow- 
ing notes  were  taken  : — 

Cadaveric  rigidity  well  marked.     No  distension  of  abdomen. 

Head. — Some  colourless  serosity  beneath  arachnoid — no  marked 
injection  of  pia  mater — most  depending  veins  very  full — arachnoid 
and  pia  mater  removeable  from  surface  of  brain  with  tolerable 
facility — red  points  on  cut  surface  of  white  matter  rather  numerous 
— substance  of  brain,  including  fornix  and  septum  lucidum, 
normally  firm — grey  substance  rather  dark — very  little  serosity 
in  the  lateral  ventricles — vessels  of  plexus  choroides  moderately 
filled  with  blood — base  of  the  brain  healthy  in  all  particulars 
— cerebellum  normal — about  J  oz.  of  serosity  colourless  and 
transparent  in  the  cavity  of  the  arachnoid  at  the  base  of  the 
brain.  Specific  gravity  of  the  white  matter,  1'042  ;  of  the  grey 
matter,  1'032. 

Pericardium  healthy;  contains  a  little  transparent  yellow 
serosity.  Much  dark  grumous  and  fluid  blood  escapes  on  divid- 
ing the  large  veins  at  the  base  of  the  heart. 

Heart  healthy;  a  large,  firm,  smooth,  yellow  clot  in  right 
auricle  and  ventricle. 

Epiglottis  and  arytceno-epiglottidean  folds  thickened  from  effusion 
of  serosity  beneath  the  mucous  membrane. 
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Larynx. — Mucous  membrane  pale  and  healthy  in  aspect;  no 
fluid  in  either  pleura. 

Left  Lung. — Weight,  9  ozs.  The  pleura  covering  the  inferior 
lobe  is  thickened,  dark  red,  and  readily  separable  from  the 
pulmonary  tissue.  A  few  old  adhesions  unite  the  lung  to  the 
costal  pleura ;  a  little  recent  yellowish  lymph  fringes  the  base  of 
the  lower  lobe.  The  lung  is  pale  anteriorly ;  dark  pinkish  violet 
posteriorly — the  latter  hue  gradually  passing  into  the  former. 
The  inferior  three-fourths  of  the  superior  lobe  are  emphysematous ; 
the  line  separating  the  emphysematous  from  the  non-emphyse- 
matous  portion  is  irregular  but  well  defined.  The  anterior  inferior 
edge  of  the  same  lobe  feels  solid  and  knotty ;  it  is  very  pale.  On 
section,  this  solid  portion  is  found  riddled  with  small  cavities. 
The  greater  number  of  these  cavities  contain  purulent-looking 
fluid ;  their  internal  wall  is  smooth  and  pale ;  the  thin  layer  of 
tissue  separating  them  from  each  other,  pale,  tough,  non-aerated. 
The  largest  of  the  cavities  would  contain  a  swan-shot,  the  smallest 
a  small  pin-head.  The  posterior  part  of  the  lobe  is  dull  red, 
tough,  crepitant,  and  infiltrated  with  bloody  serosity. 

The  inferior  lobe  is  pale  and  crepitant  for  one-third  of  its  extent, 
reckoning  from  the  anterior  margin ;  posterior  to  that  it  is  dull 
red,  contains  but  little  air,  and  that  only  at  places.  Its  surface  has 
a  mottled  aspect ;  the  darker  and  lighter  portions  at  some  places 
being  separated  by  distinct  lines,  at  others  passing  gradually  the 
one  into  the  other.  The  paler  portions  are  of  a  dull  yellowish 
hue,  friable,  readily  break  down  on  pressure,  and  are  non-crepitant, 
sinking  in  water.  A  few  points  only  can  be  cut  from  the  darker 
portions,  which  sink  in  water;  the  remainder,  however,  contain 
less  air  than  natural.  At  the  extreme  base  of  the  inferior  lobe  is 
a  considerable  portion  of  the  pale  tough  tissue  riddled  with  cavities, 
as  in  the  anterior  inferior  angle  of  the  superior  lobe.  A  small 
bronchial  tube  is  traceable  into  one  of  these  cavities,  but  the 
majority  have  no  outlet. 

Eight  Lung. — Weight,  \\\  ozs.  The  pulmonary  pleura  is 
thickened,  and  of  a  dull  red  colour.  Eecent  lymph  unites  the 
superior,  middle,  and  inferior  lobes  to  each  other. 

The  superior  lobe  is  riddled  with  small  cavities,  and  closely 
resembles  the  anterior  inferior  portion  of  the  left  superior  lobe. 
The  inferior  lobe  feels  solid ;  its  section  is  dusky  red,  speckled 
with  pale  yellowish  solid  spots,  varying  in  size  from  a  pin-head 
to  a  J  of  an  inch  in  diameter;  these  spots  are  irregular  in 
shape,  and  here  and  there  two  or  more  run  into  each  other. 
The  dull  yellowish  hue  of  these  pale  spots  varies  in  intensity. 
When  the  red  portion  between  them  is  examined  with  a  lens,  it  is 
found  to  be  finely  speckled  with  minute  yellow  points — sanded  as 
it  were. 
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Tongue  moist,  rather  brown. 

Pharynx  and  oesophagus  pale  and  normal  in  all  particulars. 

Stomach  moderately  contracted ;  rugose ;  the  mucous  membrane 
somewhat  thickened,  pale,  and  of  natural  consistence. 

Small  intestines. — About  fourteen  inches  above  the  ileo-csecal 
valve,  on  one  of  Peyer's  patches,  is  an  ulcer  3  lines  in  diameter, 
its  floor  formed  of  longitudinal  muscular  fibres,  its  edges  somewhat 
elevated,  and  of  a  deep  grey  colour;  that  portion  of  the  patch 
unoccupied  by  the  ulcer  is  slightly  thickened,  its  mucous  membrane 
retains  its  normal  consistence.  Several  ulcers  resembling  the  last 
described,  excepting  that  their  floors  are  formed  of  transverse 
muscular  fibres,  are  situated  on  the  patches  between  the  above  and 
the  ileo-csecal  valve.  The  mucous  membrane  around  the  ulcers  is 
in  every  case  of  a  grey  colour,  and  that  covering  the  patches 
generally  softer  than  natural,  and  somewhat  thickened.  The 
mucous  membrane  between  the  patches  is  dusky  red  from  minute 
capillary  injection ;  it  is  also  softer  than  the  mucous  membrane  a 
little  higher  up.  The  remainder  of  the  small  intestines  is  healthy  in 
colour  and  consistence.  There  is  no  enlargement  of  the  solitary  glands. 

Large  intestines  healthy  in  all  particulars. 

Mesenteric  glands  slightly  enlarged. 

Liver. — Weight  21  ozs.;  healthy. 

Gall  bladder  moderately  distended  with  pale  orange-coloured 
bile  ;  its  lining,  membrane  healthy. 

Spleen. — Weight  4  ozs. ;  dark  and  firm. 

Pancreas  healthy  in  appearance. 

Kidneys  healthy. 

The  urinary  bladder  was  not  examined. 

This  case  illustrates  the  fact,  that  typhoid  fever  may  prove 
fatal  to  a  child.  I  have  already  adverted  to  the  frequency  with 
which  that  disease  cuts  off  the  young  who  are  attacked  by  it. 

The  mode  of  access  of  the  fever  was  that  very  common, 
i.e.  it  was  gradual :  so  that  no  day  could  absolutely  be  fixed 
as  that  on  which  the  illness  commenced.  No  source  of 
contagion  was  traced.  Some  doubt  might  have  been  enter- 
tained on  the  child's  admission  as  to  the  nature  of  the  dis- 
ease under  which  she  was  labouring.  There  was  general 
headache,  want  of  sleep,  delirium,  confined  bowels,  strabis- 
mus, and  impediment  of  speech,  but  then  the  history 
showed  the  two  latter  to  be  natural  to  the  child,  and  the 
presence  of  the  rose  spots,  conjoined  with  the  full  and  reso- 
nant abdomen,  and  the  presence  of  the  bronchitis  and  pneu- 
monic rales,  removed  all  doubt  as  to  the  nature  of  the 
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primary  affection.  Still  the  question  remained,  had  menin- 
gitis been  set  up  as  a  complication  ?  Headache  conjoined 
with  delirium  rendered  it  highly  probable  that  there  was 
morbid  vascular  action  going  on  within  the  cranium.  Still, 
remembering  the  extreme  infrequency  of  meningitis  as  a 
local  complication  in  fever,  and  the  constancy  with  which 
headache  occurs,  I  felt  inclined  to  believe  that  the  vascular 
cerebral  mischief  was  not  very  grave  in  character.  The  dis- 
appearance of  the  headache  shortly  after  the  child's  admis- 
sion, and  the  absence  of  any  sign  of  cerebral  disease  after 
death,  proved  the  truth  of  the  opinion  first  formed. 

A  large  pale  tongue  is  not  very  common  in  typhoid  fever. 
The  characters  present  in  Cases  xxui.,  xxx.,  xxxi.,  xxxv. 
are  those  ordinarily,  but  not,  as  some  have  maintained,  in- 
variably, observed  in  this  affection.  But  the  point  to  which 
I  desire  especially  to  call  attention  in  this  case  is  the  condi- 
tion of  the  lungs  and  pleura.  The  frequency  with  which 
local  inflammations  occur  in  typhoid  fever  is  most  remarkable. 
Pleuritis  and  pneumonia  are  both  of  very  common  occur- 
rence. The  pneumonia  is  usually  double,  set  up  in  numerous 
points  of  the  organs  at  the  same  time,  commencing  from  so 
many  separate  centres.  In  such  cases,  the  blastema  effused 
is  capable  of  evolution  only  into  a  fluid,  and  granular  cor- 
puscles,— that  first  formed  is  the  first  to  soften.  The  diffu- 
sion of  the  granular  corpuscles  in  the  fluid  portion  gives  rise 
to  the  purulent-looking  matter  (pseudo-pus) ;  the  still  solid 
blastema  to  the  yellowish  friable  masses;  the  hypersemia 
which  precedes  the  effusion  of  the  blastema  to  the  deep  red 
patches.  In  fact,  these  little  cavities  are  merely  minute 
disseminated  abscesses — the  consequence  of  Vetat  purulent 
of  Tessier — that  condition  being  one  frequent  in,  and  sub- 
sequent to,  typhoid  and  other  continued  fevers. 

I  may  point  out  that  in  this  case  the  mesenteric  glands 
were  less  seriously  affected  than  usual,  and  that  the  ulcera- 
tion  of  the  mucous  membranes  was  limited  to  that  covering 
Peyer's  patches,  the  mucous  membrane  of  the  large  intes- 
tines, the  pharynx,  oBsophagus,  stomach,  and  larynx,  having 
entirely  escaped.  I  have  before  pointed  out  the  frequency 
with  which  the  mucous  membranes  of  these  viscera  are 
affected  in  conjunction  with  that  of  the  small  intestine. 
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Duration. 

When  treating  of  the  duration  of  typhus  fever,  I  stated 
that,  with  reference  to  acute  specific  diseases  attended  by  an 
eruption  on  the  skin, '  so  long  as  the  eruption  continues,  the 
disease  of  which  it  is  the  diagnostic  character  exists.'  This 
is  as  true  of  typhoid  fever  as  of  the  other  diseases  of  the 
class ;  but  then  the  eruption  in  typhoid  fever  may  be  absent, 
and  when  present  it  is  often  fugitive.  In  determining  the 
duration  of  this  affection,  then,  I  have  considered  it  essential 
to  answer  the  following  questions : — 

1st.  What  is  the  latest  period  of  the  disease  at  which  fresh 
rose  spots  make  their  appearance  ? 

2nd.  What  is  the  latest  period  of  the  disease  at  which  a 
patient  may  die,  and  yet  no  local  lesion  of  sufficient  import- 
ance to  account  for  death  be  found  ? 

3rd.  What  is  the  earliest  period  at  which  commencing 
reparation  of  that  lesion,  which  is  the  anatomical  character 
of  the  disease,  has  been  observed  ? 

In  answer  to  the  first  question,  I  may  observe,  that  I  have 
never  seen  (excepting  in  case  of  a  relapse)  fresh  spots  make 
their  appearance  after  the  30th  day  of  disease.  Louis 
states  (vol.  ii.  p.  97,  of  his  great  work  on  typhoid  fever), 
that  in  one  case  he  observed  rose  spots  for  the  first  time  on 
the  35th  day  of  disease ;  but,  on  turning  to  the  case  to  which 
this  statement  applies,  i.e.  the  fourteenth,  it  would  appear  that 
some  error  has  crept  into  his  calculations,  for  the  subject 
of  that  case  was  admitted  into  the  hospital  on  the  14th  of 
April.  On  admission,  he  stated  that  he  had  been  ill  one 
week,  but  on  inquiry  he  was  proved  to  have  suffered,  more 
or  less,  for  a  fortnight ;  so  that  his  illness  commenced  really 
on  the  1st  of  April.  Louis  observed  rose  spots  on  the  1st  of 
May,  i.e.  at  the  latest,  on  the  31st  day  of  disease. 

In  answer  to  the  second  question,  my  own  researches  have 
not  made  me  acquainted  with  a  case  fatal  after  the  30th  day 
in  which  a  lesion  of  sufficient  magnitude  to  account  for  death 
was  not  detected.  Louis  details  nine  cases  fatal  after  the 
30th  day  of  the  disease.  The  following  is  a  summary  of  the 
structural  changes  in  those  nine  cases. 

In  the  1st  case. — Suppuration  of  the  mesenteric  glands ; 
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evidence  of  extensive  inflammation  of  the  general  mucous 
membrane  of  the  small  and  larger  intestines.  Extensive 
ulceration  of  Peyer's  patches. 

In  the  2nd  case. — Disseminated  abscesses  in  the  lungs. 
Collections  of  purulent-looking  fluid  in  the  pelves  of  the 
kidneys ;  parotid  abscess. 

In  the  3rd  case. — Extensive  destruction  of  the  tissues  of 
the  left  lower  extremity  from  erysipelas.  Evidence  of  recent 
pleuro-pneumonia. 

In  the  4th  case. — Extensive  cervical  abscess.  Multiple 
abscesses  in  the  liver.  Lymph  on  and  beneath  the 
arachnoid. 

In  the  5th  case. — Extensive  solidification  of  the  lungs. 

In  the  6th  case. — Erysipelas  of  the  left  leg.  Jaundice ; 
and  non-granular  consolidation  of  the  lung. 

In  the  7th  case. — Diphtheritic  inflammation  of  the  fauces. 
Lobar  granular  consolidation  of  the  inferior  lobe  of  the  right 
lung. 

In  the  8th  case. — Perforation  of  the  ileum,  and  evidence 
of  recent  peritonitis. 

In  the  9th  case. — Perforation  of  the  ileum,  and  evidence 
of  recent  peritonitis. 

With  reference  to  the  third  question,  I  have  never  seen 
marked  attempts  at  reparation  of  the  ulcers  in  the  ileum 
before  the  30th  day.  Chomel  in  his  Lemons  Clinlque  M£di- 
cale  refers  to  nineteen  cases  fatal  before  the  30th  day  in 
which  Peyer's  patches  were  ulcerated.  In  one  only  of  those 
nineteen  cases  was  there  any  attempt  at  reparation  of  the 
loss  of  substance  caused  by  the  ulceration.  He  refers  to 
two  cases  fatal  on  the  30th  day;  in  one  of  the  two  there 
was  commencing  cicatrisation ;  and  to  fifteen  cases  fatal  after 
the  30th  day,  in  twelve  of  which  the  ulcers  in  the  intestine 
had  commenced  to  cicatrise. 

These  facts,  viz.,  1st,  that  unless  in  case  of  relapse,  fresh 
rose  spots  do  not  appear  after  the  30th  day;  2nd,  that  if 
death  occurs  after  that  date,  organic  lesion  sufficient  to 
account  for  death  always  exists ;  and  3rd,  that  any  attempt 
at  reparation  of  the  intestinal  ulcerations  is,  to  say  the  least,1 

1  '  To  say  the  least,'  for  it  must  be  borne  in  mind  that  it  is  often  very 
difficult  to  fix  the  exact  date  of  illness  in  typhoid  fever. 
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of  very  infrequent  occurrence  before  the  30th  day,  while,  in 
a  large  proportion  of  the  cases  cut  off  by  intercurrent  local 
disease  after  the  30th  day,  the  intestinal  ulcers  are  found 
partially  or  completely  cicatrised ; — these  three  facts,  I  say, 
tend  to  fix  the  duration  of  typhoid  fever  at  about  30  days. 
That  in  many  mild  cases  it  terminates  much  earlier  little 
doubt  can  be  entertained,  but  at  the  same  time  the  patient 
ought  never  to  be  considered  convalescent  till  after  the  termi- 
nation of  the  fourth  week  of  disease.  Let  the  reader  just  re- 
flect that  if  it  were  not  for  the  presence  of  the  characteristic 
pustule  many  persons  labouring  under  small-pox  might  con- 
sider themselves  well  after  the  primary  febrile  disturbance 
had  run  its  course.  A  scanty  eruption  of  small-pox  pustules 
appears,  and  then,  but  for  its  presence,  the  patients  would 
consider  themselves  in  health.  The  following  case  illus- 
trates the  fact  that  all  the  general  symptoms  may  disappear, 
and  yet  typhoid  fever  be  far  from  its  termination. 

CASE  XXXVIII. — In  a  man  aged  40  years — headache — 
pains  in  limbs — rigors — nausea — diarrhoea — violent  delirium 
— loss  of  sleep — followed  by  somnolence — eruption  of  rose 
spots — absence  of  delirium — moist,  slightly-furred  tongue — 
enlarged  spleen — watery  stools — reduplicate  pulse,  varying 
in  frequency  from  72  to  96 — marked  emaciation — restoration 
to  health  during  the  fourth  week. 

Thomas  T.,  aged  40,  a  labourer  of  temperate  habits,  ten  years 
resident  in  London,  was  admitted  into  the  London  Fever  Hospital, 
under  the  care  of  Dr.  Tweedie,  Tuesday,  November  28th,  1848. 
He  was  a  tall,  thin  man,  with  a  dark  skin.  He  appeared  to  have 
been  taken  ill  about  a  week  before  he  came  under  observation. 
During  that  week  he  had  suffered  from  headache,  pains  in  the 
limbs,  rigors,  nausea,  and  diarrhoea,  the  latter  preceding  the  use  of 
medicine.  On  Sunday,  November  26th,  he  became  delirious,  and 
the  whole  of  the  day  before  his  entrance  into  the  hospital  was  very 
violent.  On  first  entering  the  ward  he  was  with  difficulty  un- 
dressed and  put  to  bed. 

He  was  seen  by  me  on  the  29th  of  November.  The  nurse 
then  stated  that  he  had  slept  from  7  A.M.  till  8  A.M.,  but  with  the 
exception  of  that  one  hour  had  not  closed  his  eyes  since  his  admis- 
sion. During  the  night  he  was  very  delirious,  getting  out  of  bed 
every  few  minutes.  At  the  time  of  my  visit,  2  P.M.,  his  mind  was 
wandering,  and  he  was  unable  to  answer  a  single  question  rationally. 
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He  said  he  had  no  headache ;  his  head  was  cool,  his  face  pale ; 
there  was  no  heaviness  of  expression ;  no  abnormal  injection 
of  the  conjunctivas ;  his  pupils  were  rather  small  and  equal.  He 
was  able  to  leave  his  bed  unassisted  with  facility ;  muscular  move- 
ments were  performed  without  tremor. 

The  tongue  was  rather  dry,  but  nearly  clean ;  he  had  passed 
two  watery  stools  during  the  preceding  twenty-four  hours ;  there 
was  no  abnormal  fulness  nor  resonance  of  the  abdomen,  no  tender- 
ness nor  gurgling,  no  vomiting;  his  pulse  was  only  72,  but  rather 
weak ;  no  cough ;  the  heart's  sounds  and  impulse,  as  well  as  the 
breath  sound,  were  natural ;  the  skin  was  cool  and  dry ;  three 
imperfectly  marked  rose  spots  were  observed  on  the  back,  chest, 
and  abdomen,  i.e.  one  on  each. 

Soon  after  I  left  the  ward  he  fell  asleep,  and  continued  dozing, 
with  little  intermission,  till  the  following  morning.  When  I  then 
saw  him  the  delirium  had  entirely  disappeared ;  his  mind  seemed 
in  all  respects  normal ;  he  had  passed  no  stool ;  about  twelve  rose 
spots  had  appeared  on  the  abdomen.  On  the  1st  of  December 
about  twenty  fresh  rose  spots  showed  themselves  on  the  abdomen 
and  thorax,  and  as  many  as  forty  on  the  back ;  he  had  passed  two 
watery  stools.  There  was  no  delirium,  but  he  thought  that  he 
had  been  in  the  hospital  a  fortnight,  and  that  three  days  had 
elapsed  since  he  saw  me  last,  instead  of,  as  was  really  the  case, 
twenty-four  hours.  His  pulse,  which  on  November  30th  was  84  and 
reduplicate — a  character  it  retained  so  long  as  he  was  under  obser- 
vation— rose  on  December  1st  to  96.  On  the  2nd  the  rose  spots 
noted  on  the  30th  were  much  paler,  and  from  thirty  to  forty  fresh 
ones  had  made  their  appearance ;  his  tongue  was  moist  and  rather 
white ;  he  had  passed  three  watery  stools ;  his  appetite  was  re- 
turning ;  the  splenic  dulness  was  extensive ;  he  had  slept  well,  and 
was  perfectly  rational;  he  remembered  having  seen  me  on  the 
previous  day.  On  the  4th  I  noted  that  some  of  the  rose  spots 
marked  on  the  1st  had  disappeared;  that  the  others  were  paler. 
On  the  6th  he  passed  four  watery  stools.  On  the  7th  December  I 
wrote  as  follows  : — 

'Pulse  96  ;  he  sits  up  in  bed  unassisted,  with  facility;  skin 
warm ;  cheeks  slightly  flushed ;  tongue  moist,  somewhat  tremu- 
lous; no  stools.  Of  the  rose  spots  previously  marked  two  or 
three  only  remain ;  many  fresh  spots  have  appeared.' 

On  the  8th  his  pulse  had  fallen  to  78 ;  but  on  the  9th  Decem- 
ber it  had  risen  again  to  96 ;  two  or  three  fresh  rose  spots  were 
observed,  and  he  passed  two  watery  stools ;  he  had  four  similar 
stools  on  the  10th. 

No  note  was  made  after  llth  December,  when  his  pulse  was 
96  ;  his  appetite  good ;  his  bowels  had  acted  once  only  for  twenty- 
four  hours.  At  the  same  time  I  observed  that  he  appeared  to  have 
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emaciated  considerably  since  his  admission.     In  ten  days  or  a 
fortnight  he  left  the  hospital  well. 

As  I  have  previously  remarked,  it  is  by  no  means  uncom- 
mon in  small-pox  for  the  severe  general  symptoms — delirium, 
etc. — to  cease  suddenly  on  the  eruption  appearing.  How  far 
the  consentaneous  cessation  of  the  delirium  and  appearance 
of  the  eruption  in  Thomas  T.  was  more  than  a  coincidence 
may  be  doubted.  I  am  disposed,  however,  myself  to  regard 
it  as  something  more. 

The  reader  will  remember  that  a  similar  fact,  i.e.  the  con- 
sentaneous appearance  of  rose  spots  and  cessation  of  violent 
delirium  was  observed  in  a  previous  case.  Had  it  not  been 
for  the  daily  eruption  of  fresh  rose  spots  Thomas  T.  might 
have  been  considered  convalescent  on  the  2nd  of  December. 
The  specific  disease  did  not  cease,  however,  for  at  least  a 
week  after  that  date.  If  the  reader  will  refer  to  the  case  of 
James  S.  (Case  xxvm.)  he  will  observe  that  that  man  might 
have  been  supposed  to  be  convalescent  at  the  early  part  of 
the  second  week  if  reference  had  been  had  to  the  condition 
of  the  cerebral  functions,  the  tongue,  the  physical  abdominal 
signs,  or  the  pulse  only — the  latter  was  72  on  about  the  8th 
day  of  disease ;  but  the  presence  of  rose  spots  made  it  certain 
that  the  disease  had  not  terminated;  and  very  soon  the 
hemorrhage  from  the  bowels  proved  that  although  the 
febrile  symptoms,  commonly  so  called,  had  ceased,  yet  the 
intestinal  disease,  like  the  skin  eruption,  continued  to  make 
progress.  The  disease,  the  fever  properly  so  called,  had  not 
then  run  its  course,  although  the  pulse  was  only  72,  and  the 
mind,  in  all  particulars,  was  in  its  normal  state. 

CASE  XXXIX. — In  a  man  aged  17  years — gradual  attack 
of  illness — headache — pain  in  the  limbs — diarrhoaa — epistaxis 
— disturbed  sleep — partial  loss  of  memory — loss  of  strength 
— dry  red  tongue — rose  spots — convalescence  during  the 
fourth  week. 

Edward  N.,  aged  17,  a  footman,  a  slim  lad,  with  dark  brown 
hair  and  eyes,  was  admitted  into  the  London  Fever  Hospital, 
July  17th,  1850.  After  ailing  for  some  time,  the  duration  of 
which  was  not  clearly  ascertained,  he  was  taken  suddenly  worse, 
Friday,  July  1 2th,  with  increase  of  headache,  which  had  previously 
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existed,  pains  in  the  limbs  and  bowels,  diarrhoea,  and  epistaxis ; 
the  latter  was  repeated  before  the  lad's  admission. 

The  day  after  his  admission  I  made  the  following  notes : — 

July  1 8th. — Slight  headache ;  slept  but  little  last  night ;  no 
delirium  ;  memory  defective ;  cannot  tell  how  long  he  has  been  in 
the  hospital ;  expression  inanimate ;  no  flushing  of  face ;  special 
senses  unaffected ;  conjunctive  pale ;  pupils  natural.  Although 
unable  to  walk  alone,  he  can  reach  the  close-stool  unassisted. 

Tongue  large,  moist,  and  red  at  the  edges,  rather  dry  in  centre, 
clean.  Bowels  much  relaxed  ;  ten  stools  before  10  A.M.  Abdomen 
resonant,  not  particularly  full;  gurgling  in  right  iliac  fossa;  no 
tenderness. 

Pulse  9  6,  full  and  of  moderate  power ;  no  cough ;  no  abnormal 
physical  chest-signs. 

Skin  hot  and  dry.  From  twenty  to  thirty  rose  spots  scattered 
over  the  abdomen  and  thorax. 

The  diarrhoea  and  a  dry  red  tongue  continued  the  prominent 
symptoms  till  the  23rd,  when  his  pulse  suddenly  fell  to  72,  and 
he  passed  only  two  stools.  Rose  spots  appeared  daily.  The  pulse 
never  after  that  date  exceeded  70.  On  the  26th  his  appetite 
returned,  and  I  noted  as  follows  on  the  27th: — 'Pulse  70,  soft; 
expression  good ;  no  flush ;  tongue  moist  and  clean ;  appetite 
good ;  one  stool  partially  formed ;  sleeps  well.  The  man  is  most 
anxious  to  be  allowed  to  get  up.'  But  fresh  rose  spots  continued 
to  appear  till  the  31st.  In  about  ten  days  he  left  the  hospital. 

Like  James  S.  (Case  xxvm.)  and  Thomas  T.,  the  subject 
of  the  preceding  case  (xxxvm.),  Edward  N.  might,  had  no 
reference  been  had  to  the  rose  spots,  have  been  considered 
convalescent  some  days  before  the  fever,  the  general  disease, 
and  probably  also  before  the  specific  intestinal  lesion  had  run 
their  course.  The  recumbent  position,  i.e.  absolute  repose  in 
bed,  was  strictly  enforced  till  all  trace  of  the  rose  spots  had 
disappeared.  This  is  a  practical  point  of  essential  consequence 
to  the  welfare  of  the  patient ;  let  him  leave  his  bed  before  the 
rose  spots  have  vanished,  and  the  chance  of  severe  symptoms 
coming  on  is  considerable.  Many  such  cases  are  put  down 
as  examples  of  relapse.  The  patient  is  supposed  to  be  con- 
valescent, gets  up,  commits  some  trifling  error  in  diet,  ex- 
poses himself  to  some  injurious  external  influence,  or  it  may 
be  without  either,  grave  symptoms  suddenly  appear,  and  he 
is  said  to  suffer  relapse,  whereas  in  reality  the  disease  had 
not  terminated  when  the  patient  was  allowed  to  leave  his  bed. 
In  fever,  to  regulate  the  diet,  the  temperature  and  ventilation 
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of  the  room,  the  time  when  the  patient  shall  leave  his  bed, 
etc.,  is  often  of  more  moment  for  the  sick  man's  safety  than 
is  the  prescribing  of  drugs.  For,  let  us  remember,  in  no 
other  sense — in  a  large  majority  of  cases  at  least — than  that 
in  which  we  say  a  surgeon  cures  a  fracture  can  we  say  a 
physician  cures  a  fever.  The  latter,  like  the  former,  places 
his  patient  in  favourable  circumstances,  and  trusts  nature  to 
conduct  the  healing  process.  Meddlesome  medicine  is  as  bad 
as  meddlesome  surgery.  The  surgeon  who  fixes  a  limb,  the 
subject  of  compound  fracture,  immoveably,  covers  the  wound 
with  a  pledget  of  lint  dipped  in  the  fluid  nature  has  supplied, 
removes  every  source  of  irritation,  whether  within  or  without, 
and  only  interferes  further  nature  failing,  all  will  allow  is  as 
scientific  a  practitioner  and  as  valuable  to  his  patient  as  the 
surgeon  who,  for  the  purpose  of  promoting  concoction,  granu- 
lation, or  corroboration,  handles,  probes,  and  dresses,  washes, 
greases,  and  powders  the  wound  with  tender  care,  morning, 
noon,  and  night. 

If  the  surgeon  who  places  his  patient  in  favourable  cir- 
cumstances for  nature  to  effect  a  cure  is  termed  a  scientific 
surgeon,  while  he  who  is  ever  interfering  is  denounced,  and 
justly  so,  as  unscientific,  why  should  the  physician  dream 
that  he  is  doing  nothing,  when,  by  enjoining  or  enforcing 
abstinence,  mental  quiet,  bodily  repose,  fresh  air,  and  clean- 
liness, he  has  placed  the  patient  in  circumstances  in  which 
nature  may  effect  a  cure  ?  or  he  alone  be  regarded  as  scien- 
tific who,  by  the  thousand  drugs  that  flesh  of  the  present  day 
is  heir  to,  unloads  the  liver,  empties  the  bowels,  promotes 
expectoration,  excites  sweating,  induces  sleep — who  lowers 
the  action  of  the  heart  by  blood-letting,  and  produces  counter- 
irritation  by  the  application  of  cantharides — who,  if  he  does 
not  handle,  probe,  and  dress,  certainly  washes,  greases,  and 
powders  his  patient,  and  that,  unfortunately,  inside  as  well 
as  outside  ? 

A  mild  case  of  fever,  like  a  simple  fracture,  requires 
neither  bloodletting  nor  wine,  neither  the  internal  adminis- 
tration of  pill,  powder  or  mixture,  nor  the  external  application 
of  lotion,  liniment,  or  ointment. 

CASE  XL. — In  a  man  aged  21  years — rigors — chilliness — 

Y 
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loss  of  strength — vertigo — rose  spots — anorexia — diarrhrea 
— extreme  tenderness  of  abdomen — dry  brown  tongue — 
delirium — return  of  appetite — marked  emaciation — signs  of 
pleuro-pneumonia — sloughing  of  skin  over  sacrum — recovery, 
with  contraction  of  right  side  of  chest,  84  days  after  outset 
of  illness. 

George  T.,  aged  21,  a  fair,  thin  man,  a  ploughman,  was  ad- 
mitted into  the  London  Fever  Hospital,  January  23rd,  1849, 
under  the  care  of  Dr.  Tweedie.  He  had  always  enjoyed  health 
before  his  present  illness ;  had  never  lived  in  London ;  was  at 
Wandsworth  when  he  fell  sick,  and  had  resided  there  a  year. 
"While  working  in  the  fields  on  Saturday  afternoon,  January  13th, 
a  heavy  rain  fell ;  his  clothes  were  wet  through.  About  two  hours 
after,  i.e.  at  4  P.M.,  he  was  seized  with  severe  rigors,  accompanied 
by  sense  of  cold.  No  further  trustworthy  history  could  be  obtained. 

I  saw  him  for  the  first  time  on  Thursday,  Jan.  25th,  i.e.  the 
1 3th  day  of  illness,  and  then  made  the  following  notes : — 

The  nurse  reports  that  he  slept  the  greater  part  of  the  night, 
and  for  some  hours  to-day.  He  himself  affirms  that  he  has  had  no 
sleep.  No  delirium  ;  memory  defective ;  thinks  he  has  been  in 
the  hospital  four  days ;  complexion  clear ;  cheeks  slightly  flushed  ; 
expression  listless ;  nose  rather  red,  slightly  swollen,  shining ; 
vertigo  in  erect  position ;  no  headache  ;  says  he  has  '  terrible  nasty 
smell  and  taste,  the  worst  he  ever  had  in  his  life.'  Other  special 
senses  normal.  He  feels  very  weak,  and  is  unable  to  leave  or  sit 
up  in  bed  without  considerable  assistance.  He  lies  constantly  on 
his  back. 

Lips  dry ;  tongue  large,  pale,  moist,  centre  covered  with  thick 
brown  fur.  No  stools  the  last  twenty-four  hours ;  two  pale  watery 
stools  yesterday ;  abdomen  full,  tub-shaped,  resonant,  generally 
tender ;  no  appetite ;  no  thirst. 

Pulse  120,  weak;  heart's  impulse  normal;  heart  sounds 
natural ;  no  cough ;  a  little  sonorous  rale  heard  on  deep  in- 
spiration. 

Skin  rather  hot  and  dry ;  about  four  rose  spots  on  the  abdomen 
and  thorax,  and  six  on  the  back.  No  miliary  vesicles. 

On  the  15th  day  of  disease,  the  6th  of  his  residence  in  the 
hospital,  he  thought  a  fortnight  had  elapsed  since  his  admission. 
He  still  slept  well,  but  fancied  he  had  not  closed  his  eyes.  His 
pulse  had  risen  to  132  ;  the  respiration  was  only  18.  His  tongue 
was  dry,  glazed,  slightly  furred,  fissured ;  red  at  the  tip ;  it  was 
not  particularly  small.  The  stools  were  watery  in  consistence.  Some 
of  the  rose  spots  noted  on  the  13th  day  had  disappeared;  the 
others  were  paler ;  about  a  dozen  fresh  rose  spots  had  appeared. 
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The  cheeks  flushed  occasionally.  Hose  spots  were  observed  on  the 
back  on  the  20th  day. 

On  the  17th  day  his  pulse  had  fallen  to  120  ;  it  continued  at 
that  rate  till  the  22nd  day,  when  it  fell  to  103.  Although  he 
slept  well  all  this  time,  yet  he  continued  to  fancy  that  he  never 
closed  his  eyes.  There  was  no  actual  delirium  till  the  21st  day  of 
disease;  he  then  supposed  strange  people  were  around  his  bed. 
On  the  18th  day  he  passed  two  solid  stools  ;  on  the  19th  the 
bowels  were  confined;  on  the  20th  and  21st  two  relaxed  stools; 
on  the  22nd  day  the  bowels  were  again  confined.  During  the  whole 
of  this  time  his  abdomen  was  decidedly  tender,  especially  the  right 
iliac  fossa,  and  he  frequently  complained  of  pain  in  the  belly.  He 
complained  of  want  of  food  on  the  24th  day. 

On  the  25th  day  the  pulse  had  again  risen  to  120,  and  was 
very  weak  ;  the  respiration  was  30.  He  had  a  troublesome  cough, 
and  submucous  rale  was  heard  at  the  base  of  the  right  lung 
anteriorly  and  posteriorly;  some  friction  sound  accompanied 
inspiration  and  expiration  at  the  base  of  the  right  lung  posteriorly  ; 
he  had  passed  four  watery  stools ;  the  tongue  was  moist,  white,  and 
slightly  tremulous  ;  the  abdomen  so  tender  that  he  shrank  before 
it  was  touched.  It  was  very  resonant,  and  preserved  the  tub-shape 
noticed  on  his  admission. 

On  the  27th  large  liquid  crepitation  was  heard  at  the  base  of 
the  right  lung  ;  subcrepitant  rale  was  heard  as  high  as  the  level  of 
the  third  rib ;  there  was  want  of  resonance  at  the  inferior  part  of 
the  lung.  On  the  31st  day  the  physical  signs  of  pleuro-pneumonia 
were  much  more  extensive,  there  was  absolute  dulness  as  high  as 
the  fourth  rib  anteriorly,  friction  sound  for  some  little  distance 
above  the  dull  portion.  At  this  time  his  hands  were  livid,  he  lay 
constantly  on  his  back,  and  never  moved,  even  in  bed,  without  aid. 
He  had  passed  two  or  three  stools  into  the  bed  during  the  preced- 
ing twenty-four  hours.  On  the  14th  of  February,  i.e.  the  34th  day 
of  disease,  his  pulse  was  152  and  very  weak:  his  respiration  20, 
and  somewhat  irregular  in  depth  and  frequency.  He  had  slept 
little  the  preceding  night,  was  delirious  when  awake  during  the 
night,  and  occasionally  during  the  day ;  cheek  and  nose  livid  ;  muco- 
purulent-looking  matter  collects  at  the  canthi  of  eyes ;  abundant 
large  liquid  crepitation  as  high  as  the  third  rib  anteriorly  on  right 
side.  On  the  36th  day  his  pulse  was  from  150  to  160,  small  and 
weak  ;  respirations  34 ;  his  hands  and  feet  cold  and  livid ;  he  had 
no  idea  where  he  was.  A  slough  formed  over  the  sacrum  on  the 
40th  day. 

On  the  45th  day  the  dulness  of  the  right  chest  was  much 
less  decided ;  a  little  mucous  rale  anteriorly  and  posteriorly ;  his 
expression  of  countenance  was  decidedly  improved.  On  the  52nd 
day  his  pulse  was  120,  and  he  passed  his  stools  and  urine  in  bed. 
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From  this  time  he  continued  to  improve  daily.  The  man's  appetite 
continued  good  from  the  5  4th  day,  at  times  even  was  craving.  He 
ate  bread  in  his  beef-tea,  rice-pudding,  toasted  bread,  and  one  or 
more  eggs  daily,  even  when  he  lay  on  his  back  unable  to  turn,  and 
passing  his  stools  and  urine  in  bed.  Yet  it  was  noted  that  emacia- 
tion proceeded  daily,  in  spite  of  the  food  taken  with  evident  relish. 
Just  before  he  left  the  hospital,  on  82nd  day  of  disease,  I  made 
the  following  note  : — '  There  is  still  a  little  cough  ;  the  lower  part 
of  the  right  side  looks  much  smaller  than  the  corresponding  part 
of  the  left  side ;  the  chest  is  compressed  from  before  backwards, 
and  not  from  side  to  side.  Below  the  nipple  the  right  measures 
one  inch  less  than  the  left  side,  and  the  left  side  expands  much 
more  during  inspiration  than  the  right.  The  ribs,  anteriorly  and 
laterally,  are  closer  to  each  other  on  the  right  than  on  the  left  side, 
from  the  extreme  base  of  the  right  lung  to  just  above  the  right 
nipple  anteriorly,  and  to  just  above  the  inferior  angle  of  the  scapula 
posteriorly,  there  is  no  trace  of  respiratory  murmur ;  a  little 
obscure  crackling  and  some  coarse  breath  sound  for  a  little  distance 
above  the  nipple  and  about  the  centre  of  the  scapula.  At  the  apex 
of  the  right  lung  the  breath  sound  is  less  full  than  on  the  left  side. 
The  vocal  resonance  and  fremitus  are  decidedly  less  at  the  inferior 
part  of  the  right  than  at  corresponding  part  of  left  side.' 

The  illnesss  of  Emma  F.,  Case  xxxm.,  was  prolonged  by 
the  supervention  of  disease  during  convalescence.  No  one, 
seeing  she  was  thrice  convalescent,  could  have  confounded 
the  length  of  her  illness  with  the  duration  of  the  attack  of 
typhoid  fever  for  which  she  entered  the  hospital. 

George  T.,  the  case  last  detailed,  was  ill  83  days.  The 
typhoid  fever  terminated  some  time  during  the  fourth  week, 
but  before  it  had  run  its  course  pleuro-pneumonia  supervened. 
This  local  disease,  so  common  a  complication  and  sequela  of 
typhoid  fever,  was  of  great  extent  and  severity  hi  the  case  of 
George  T.  On  seeing  him  during  the  fifth  and  early  part  of 
the  sixth  week,  with  a  pulse  from  150  to  160  in  the  minute, 
and  from  its  feebleness  scarcely  perceptible,  hands  and  feet 
livid  and  cold,  mind  constantly  wandering,  stools  in  bed,  urine 
retained,  lower  jaw  incessantly  moving  tremulously,  and  then, 
added  to  these  general  symptoms,  the  lesions  within  the  chest, 
revealed  by  their  physical  signs,  no  one  could  have  anticipated 
the  happy  result.  One  favourable  symptom  alone  remained 
throughout  the  illness — the  patient's  appetite  was  good. 
Even  when  lying  in  a  state  that  death  was  to  be  expected 
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every  instant,  he  ate  food  ravenously,  and  throughout  took 
what  was  given  him  with  a  relish.  The  large,  loud,  liquid  rale 
heard  within  the  chest  I  now  believe  to  have  been  an  example 
of  what  Dr.  Walshe  has  described  as  pleural  rhonchus.  On 
one  occasion  I  was  enabled  to  verify,  by  an  examination  after 
death,  the  fact,  as  stated  briefly  in  his  work  on  the  Physical 
Diagnosis  of  Diseases  of  the  Lungs,  i.e.  that  a  large,  liquid, 
superficial  rhonchus  may  be  heard  in  the  chest,  when,  after 
death,  the  only  physical  lesions  discoverable  are  a  certain 
quantity  of  fluid  amid  loose  adhesions  between  the  pulmonary 
and  costal  pleurae. 

The  cases  of  Thomas  T.  (XXXVIIL),  James  S.  (XXVIIL),  and 
Edward  N.  (xxxix.),  illustrate  the  fact  that  the  typhoid  fever 
may  not  have  terminated,  although  the  patient  seems  con- 
valescent, and  they  teach  us  to  separate  the  apparent  convales- 
cence of  the  patient  from  the  termination  of  the  fever. 

The  case  of  Jane  H.  (Case  xxxn.)  illustrates  the  fact  that 
the  intestinal  disease  may  continue  to  progress  long  after  the 
fever,  properly  so  called,  has  terminated — simple  ulceration 
succeeds  to  specific  ulceration — and  that,  in  this  way,  the 
illness  may  be  prolonged  for  months  after  the  fever  has  ceased. 

The  case  of  George  T.  (Case  XL.)  illustrates  the  fact  that  a 
local  inflammation,  set  up  during  the  progress  of  the  fever, 
may  continue  after  the  fever  has  run  its  course,  and  so  the 
illness  be  prolonged  indefinitely. 

The  case  of  Emma  F.  (Case  xxxiu.)  illustrates  the  fact 
that  a  true  relapse  may  occur,  and  that  affections  of  a  nature 
different  from  the  fever,  as  erysipelas,  may  supervene  after 
the  primary  disease  has  ceased,  for  days  or  weeks,  but  before 
the  patient  has  left  the  hospital  or  recruited  his  strength, 
and  so  an  erroneous  idea  be  formed  of  the  duration  of  the 
fever. 

All  illustrate  the  importance  of  keeping  the  length  of  the 
illness  and  the  duration  of  the  fever  distinct  from  each  other 
in  estimating  the  effects  of  remedies,  etc. 
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§  9.    TYPICAL  CASES  OF  RELAPSING  FEVER. 

CASE  XLI. — In  a  lad  aged  17  years — sudden  sense  of 
weariness — drowsiness — frontal  headache — vertigo — loss  of 
appetite — hot  and  dry  skin — furred  tongue — on  the  8th  and 
9th  days  of  disease  profuse  sweating,  followed  by  sudden  con- 
valescence— relapse  on  the  17th  day  of  disease — quick  pulse 
—hot  and  dry  skin — frontal  headache — white  tongue — on 
the  20th  day  restoration  to  health. 

Henry  F.,  aged  17,  a  moderately  stout  fair  lad,  a  street 
beggar,  without  settled  residence,  was  admitted  into  the  London 
Fever  Hospital,  under  the  care  of  Dr.  Tweedie,  May  31st,  1849. 
His  health  before  his  present  illness  had  been  good,  with  the 
exception  of  an  abscess  in  the  vicinity  of  the  anus,  in  1839. 

On  Sunday,  May  25th,  about  7  P.M.,  he  was  seized  with  sense 
of  fatigue  and  drowsiness ;  he  went  to  bed  and  slept  well.  The 
next  morning  he  suffered  from  frontal  headache,  vertigo,  and  loss 
of  appetite,  and  felt  sleepy  all  day.  His  bowels  at  this  time  were 
regular.  He  took  to  his  bed  on  entering  the  workhouse,  on  Wed- 
nesday, May  29th. 

On  admission  into  the  hospital,  on  the  7th  day  of  illness,  his 
skin  was  hot  and  dry ;  tongue  furred ;  bowels  regular. 

On  the  8th  day  I  noted  as  follows  : — 

Sweated  freely  last  night  for  the  first  time  since  outset  of 
illness. 

Slept  but  little ;  mind  clear ;  vertigo  in  erect  position ;  no 
headache;  conjunctivge  pale ;  pupils  normal ;  expression  natural. 

Walks  with  some  little  difficulty  on  account  of  debility. 

Tongue  moist,  white,  loaded  ;  one  stool ;  no  appetite ;  much 
thirst. 

Pulse  72,  soft ;  no  cough ;  no  abnormal  physical  chest-signs ; 
skin  warm,  no  spots ;  no  miliary  vesicles. 

The  following  night  he  again  sweated  freely  ;  and  on  the  9th 
day  his  pulse  was  still  72  and  soft,  and  his  skin  moist. 

On  the  1 1  th  day  of  disease  his  appetite  was  noted  to  have 
returned,  and  his  tongue  was  cleaning. 

Ha  was  considered  convalescent,  and  no  report  was  made  till 
on  the  1 7th  day  from  the  outset,  I  noted  : — 

Pulse  120;  skin  dry  and  rather  hot;  slept  well  last  night; 
no  rigors ;  some  frontal  headache ;  tongue  white ;  no  stool ;  some 
appetite. 

Hyd.  c.  creta,  gr.  iv.  st.  sumend. ;  ol.  ricini  Sss.,  horas  tres  'post 
pulv. 
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The  aperient  acted  five  times,  yet  on  the  following,  i.e.  the 
18th  day,  the  pulse  was  still  120,  and  the  skin  hot  and  dry. 
During  the  subsequent  night  he  sweated  much,  and  the  next 
morning  the  skin  being  yet  moist,  was  cool,  and  the  pulse  only 
96 ;  on  the  20th  day  it  had  fallen  to  72  ;  the  skin  was  cool,  and 
the  appetite  was  good ;  in  fact,  the  lad  was  well,  and  continued  so 
till  he  left  the  hospital. 

CASE  XLII. — In  a  boy,  aged  14  years,  after  exposure  to 
the  contagion  of  relapsing  fever — sudden  frontal  headache — 
pain  in  the  limbs — rigors — loss  of  appetite — regular  bowels — 
herpetic  eruption  on  upper  lip — rapid  pulse — hot  skin — 
sudden  convalescence  9th  day — relapse  on  the  19th  day — 
nausea — vomiting — sweating — quick  pulse — hot  skin — con- 
valescence with  pulse  of  48  on  20th  day. 

John  D.,  aged  14,  black  hair,  fair  skin,  rather  thin,  a  paper- 
stainer,  brother  to  Peter  D.,  Case  XLIII.,  and  to  William  D.,  Case  LIT., 
was  admitted  into  the  London  Fever  Hospital,  November  13th, 
1849,  under  the  care  of  Dr.  Tweedie  ;  he  had  been  an  inmate  of  the 
hospital  six  months  before. 

On  Monday,  November  llth,  about  8  A.M.  (having  felt  quite 
well  when  he  first  rose  in  the  morning),  while  at  work,  John  D. 
was  suddenly  seized  with  frontal  headache  and  pain  in  the  limbs ; 
at  noon  he  had  rigors,  and  alternately  sense  of  chilliness  and  heat; 
his  bowels  were  regular.  He  took  to  his  bed  on  Monday  morning, 
and  from  that  time  till  his  admission  into  the  hospital  ate  nothing. 
He  sweated  a  little  on  Tuesday  morning ;  there  was  no  vomiting, 
and  no  epistaxis. 

On  the  6th  day  of  disease  I  noted  : — 

Little  headache  ;  slept  several  hours  last  night,  talked  while 
asleep  ;  no  delirium ;  memory  good ;  mind  natural ;  complains  of 
a  bitter  taste  in  the  mouth  ;  other  special  senses  natural ;  con- 
junctivas pale  ;  pupils  normal ;  no  flush  of  face. 

Can  leave  his  bed  unassisted  with  facility,  and  even  walk  a 
little  without  aid. 

Upper  lip  swollen  and  red  over  a  spot  near  half  an  inch  in 
diameter;  tongue  moist,  furred,  white  at  the  edges,  dry  in  the 
centre  ;  one  stool,  relaxed  and  dark  ;  much  thirst,  no  appetite ; 
no  vomiting  ;  a  little  gurgling ;  splenic  dulness  vertically  four 
fingers  breadth,  does  not  extend  below  the  last  false  rib;  liver 
dulness  of  natural  extent ;  no  abnormal  fulness  or  resonance,  and 
no  tenderness  of  the  abdomen. 

Pulse  120,  full,  of  good  power;  heart's  sounds  healthy; 
sonorous  rale  very  trifling  in  amount  on  deep  inspiration ;  no 
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abnormal  dulness  of  thorax ;  skin  hot  and  dry,  not  sallow ; 
numerous  minute  circular  purple  spots,  unaffected  by  pressure 
(flea-bites  1)  scattered  over  the  whole  surface  (the  lad  was  very 
dirty  on  his  admission) ;  no  trace  of  rose  spots  nor  of  mulberry  rash. 
7th  day. — Pulse  120  ;  respirations 40  ;  no  cough;  no  sonorous 
rale ;  skin  hot  and  dry,  no  sallowness ;  sleeps  much.  From  red 
swollen  spot  on  the  upper  lip  a  little  serous  fluid  has  been  dis- 
charged. 

Sleeps  much  night  and  day,  occasionally  calls  out  loudly  in 
his  sleep ;  no  headache ;  no  delirium ;  no  flushing  of  face ;  tongue 
dry  and  of  a  pale  yellowish  colour  in  the  centre ;  three  watery 
stools ;  liver  dulness  and  other  abdominal  signs  as  yesterday ; 
retched  much  this  morning  while  out  of  bed,  but  ejected  nothing 
from  the  stomach. 

Two  grains  of  acetate  of  lead,  and  five  minims  of  Batley's 
sedative,  were  ordered  to  be  administered,  with  a  drachm  of 
dilute  acetic  acid  every  six  hours. 

8th  day. — Pulse  124;  sleeps  almost  constantly;  dozing  again 
directly  after  being   aroused;    moans   occasionally  in   his  sleep. 
Tongue  moist,  centre  covered  with  dark  thick  brown  fur;  two 
stools ;  skin  dry  and  hot ;  unable  to  leave  his  bed  unassisted. 
All  medicine  to  be  omitted. 

9th  day. — Pulse  72,  soft;  respirations  18;  expression  much 
improved  ;  sleeps  well,  not  too  much ;  many  vesicles  on  the  red 
spot  on  the  upper  lip ;  tongue  moist,  furred  posteriorly ;  a  little 
appetite  ;  three  stools,  dark,  relaxed.  No  sweating  ;  skin  soft  and 
of  normal  temperature. 

No  further  note  was  taken  till  the  12th  day  of  disease,  when 
the  pulse  had  fallen  to  60  ;  the  skin  was  normal  in  all  particulars  ; 
the  tongue  was  moist  and  clean ;  appetite  good ;  bowels  regular, 
i.e.  one  stool  daily.  But,  about  two  o'clock  on  the  morning  of  the 
19th  day,  he  awoke  disturbed  by  nausea,  and  soon  vomited.  He 
subsequently  slept,  and  perspired  profusely.  He  had  no  rigors. 
His  bowels  had  acted  on  the  18th  day  once,  andfagain  during  the 
night.  When  I  saw  him  on  the  19th  day,  the  pulse  was  84  ; 
skin  hot  and  dry,  and  an  abundant  crop  of  sudamina  covered  the 
whole  surface  of  the  abdomen  and  thorax.  He  had  still  a  little 
desire  for  food.  A  little  simple  saline  mixture,  with  acetate  of 
ammonia,  was  prescribed. 

On  the  following,  the  20th  day,  the  pulse  had  fallen  to  48 ;  he 
had  slept  well ;  the  sudamina  were  drying  up ;  his  skin  was  of 
normal  temperature ;  he  passed  two  solid  stools,  and,  with  the 
exception  of  the  tongue  being  thinly  furred,  he  was  well. 

CASE  XLIII. — In  a  child,  aged  8  years,  after  exposure  to 
the  contagion  of  relapsing  fever — sudden  headache — pains  in 
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the  limbs — rigors — vomiting — sweating — noise  in  the  ears — 
regular  bowels — quick  pulse — hot  and  dry  skin — convales- 
cence on  the  9th  day. 

Relapse  on  the  21st  day — hot  skin — quick  pulse — con- 
valescence on  the  22nd  day. 

Peter  D.,  aged  7,  an  intelligent,  fair,  thin  child,  was  admitted 
into  the  London  Fever  Hospital,  November  18th,  1849,  under  Dr. 
Tweedie.  He  stated  that  he  had  the  '  fever '  three  months  before 
his  admission.  On  Sunday,  November  10th,  on  first  rising  in  the 
morning,  with  headache,  pains  in  the  limbs,  chilliness,  and  rigors. 
On  Sunday  afternoon  he  vomited  repeatedly,  and  sweated,  accord- 
ing to  his  own  account,  all  the  same  night.  His  bowels  were 
confined. 

His  two  brothers  were  admitted  into  the  hospital  at  the  same 
time  with  Peter  D. 

On  the  5th  day  of  disease  I  noticed  : — 

No  headache ;  mind  normal ;  expression  natural ;  colour  of 
face  good  ;  noise,  as  the  boy  describes,  of  '  bullocks  a-bellowing  in 
my  ears  ; '  other  special  senses  normal.  Conjunctiva?  pale  ;  pupils 
act  healthily.  Can  walk  a  few  steps  unassisted.  Tongue  moist 
and  white  ;  two  stools ;  ate  a  little  bread  to-day  ;  no  great  thirst ; 
no  vomiting ;  no  abnormal  fulness  nor  resonance,  and  no  tender- 
ness of  the  abdomen.' 

Pulse  108;  heart  and  lung-sounds  natural. 

Skin  hot  and  dry  ;  many  minute  circular  purple  spots,  un- 
affected by  pressure  (identical  in  appearance  with  one  form  of 
flea-bite),  scattered  over  the  whole  surface  (the  boy  was  in  a  very 
dirty  condition  when  brought  into  the  hospital) ;  no  trace  of  rose- 
spots  nor  of  mulberry  rash. 

6th  day. — Pulse  120;  skin  hot  and  dry;  complains  at  the 
present  time  of  much  general  headache.  Slept  for  about  three 
hours  during  the  night ;  none  to-day ;  screamed  out  frequently 
during  the  night,  '  My  head,  my  head  ! '  Pupils  rather  large ; 
conjunctivse  pale ;  tongue  red  in  the  centre,  furred  posteriorly, 
tip  and  edges  red ;  no  vomiting ;  one  stool ;  urine  transparent, 
pale  yellow.  Six  leeches  to  the  temples.  The  head  to  be  shaved, 
and  cold  water  kept  constantly  applied.  Two  grains  of  mercury 
and  chalk  to  be  given  every  six  hours. 

On  the  7th  day  the  head  symptoms  were  much  less  marked  ; 
and  on  the  8th  day  the  pulse  had  fallen  to  84,  but  he  was  still 
restless,  and  even  somewhat  weaker  than  at  previous  reports. 

On  the  9th  day  he  was  convalescent,  the  pulse  being  only  66, 
and  the  skin  of  normal  temperature.  There  had  been  no  sweating. 

Peter  D.  continued  well  till  the  29th  of  November,  i.e.  the 
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20th  day  from  the  commencement  of  the  disease,  when  he  com- 
plained of  feeling  ill.  His  skin  was  hot,  and  his  pulse  had  risen 
to  84. 

On  the  21st  day,  pulse  84 ;  skin  normal  temperature  ;  tongue 
moist,  slightly  furred  ;  no  stool. 

The  following  day  he  was  again  well. 

CASE  XLIV. — In  a  man,  aged  18  years — rigors — head- 
ache— nausea — vomiting — confined  bowels — pain  in  back  and 
limbs — dry  tongue — perspiration — delirium  —  convalescence 
on  tlie  10th  day — relapse  on  the  20th  day — vomiting — 
delirium — dry  brown  tongue— relaxed  bowels — hot  skin — 
quick  pulse—death  on  the  24<th  day. 

After  death  non-granular  consolidation  of  the  left  lung — 
fatty  liver — large  spleen  containing  numerous  fibrinous  de- 
posits— abnormal  vascularity  of  the  mucous  membrane  of 
the  bladder — other  organs  healthy. 

William  W.,1  aged  18,  an  engineer,  was  admitted  July  21st, 
1847,  into  the  London  Fever  Hospital,  under  the  care  of  Dr. 
Tweedie.  His  illness  began  July  the  1 7th,  with  rigors,  headache, 
nausea,  vomiting,  and  confined  bowels. 

6th  day  of  disease. — Slight  headache :  pain  in  the  back  and 
limbs ;  pulse  90.  No  abnormal  physical  chest  signs ;  no  cough. 
Tongue  dry  and  furred;  bowels  open.  Skin  perspiring.  No 
spots.  Mist,  ammon.  acet.  The  head  to  be  kept  wet  with  cold 
water. 

7th  day. — Slight  headache  ;  tongue  cleaner ;  three  stools ; 
pulse  70. 

8th  day. — Has  been  delirious  all  night,  frequently  leaving  his 
bed ;  eyes  suffused.  Tongue  dry,  slightly  furred.  One  stool. 
Pulse  90.  Pil.  sapon.  c.  opio,  gr.  v.  h.  s.s. 

9th  day. — Asleep ;  passed  a  restless  night ;  two  stools. 

10th  day. — Pulse  80;  sleeps  well;  tongue  clean;  one  stool. 
He  was  noted  to  be  convalescent. 

On  the  20th  day  he  was  seized  with  vomiting;  delirium 
returned  during  the  night,  and  on  the  following  morning  his 
tongue  was  dry  and  brown.  He  passed  three  stools,  the  vomiting 
continued,  and  his  skin  was  hot. 

On  the  23rd  day  the  following  note  was  made  : — 

Pulse  112;  skin  hot  and  dry.  Almost  constant  talking. 
Sordes  about  the  teeth ;  tongue  dry  and  fissured ;  two  stools. 
He  died  before  the  visit  on  the  24th  day  of  disease. 

1  I  am  indebted  to  Dr.  W.  H.  O.  Sankey  for  the  notes  of  this  case  taken 
during  life.  The  examination  after  death  was  made  by  myself. 
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The  following  notes  were  made  on  examining  the  body  of 
Wm.  W.  :— 

Cadaveric  rigidity  well  marked.  Purplish  discoloration  of  the 
posterior  part  of  the  trunk  and  extremities.  Muscles  brighter  red 
than  ordinary. 

Head. — Membranes  of  the  brain  normal.  A  little  colourless 
serosity  at  the  base  of  the  brain,  and  about  1  oz.  in  the  ven- 
tricles. Substance  of  the  brain  firm. 

Thorax. — A  small  quantity  of  transparent  yellowish  serosity  in 
the  pericardium  ;  the  membrane  itself  healthy. 

Heart. — Weight  8f  ozs.  Substance,  valves,  and  lining  mem- 
brane normal.  A  large  fibrinous  clot  in  the  right  auricle.  A 
similar,  but  smaller  clot  in  the  right  ventricle,  continuous  with  one 
in  the  pulmonary  artery.  Similar  coagula  in  the  left  auricle,  ven- 
tricle and  aorta. 

No  adhesions  of,  and  no  fluid  in  either  pleura. 

Right  Lung. — Weight  25  ozs. ;  crepitant  throughout.  The 
inferior  lobe  is  gorged  with  bloody  serosity.  In  the  substance  of 
the  apex  of  the  superior  lobe  is  a  putty-like  mass,  one-eighth  inch 
in  diameter,  containing  gritty  particles. 

Left  Lung. — Weight  34  ozs.  The  apex  of  this  lung  resembled 
that  of  the  opposite,  except  that  it  contained  several  little  creta- 
ceous and  putty-like  masses. 

The  inferior  third  of  the  upper  lobe  is  of  a  deep  red  colour ; 
its  section  is  smooth  and  uniform ;  it  contains  much  dark  red 
serosity,  and  breaks  down  on  pressure  rather  more  readily  than  a 
healthy  lung ;  it  sinks  in  water.  The  lower  lobe,  with  the  excep- 
tion of  its  extreme  apex,  resembles  the  inferior  third  of  the  upper 
lobe  in  all  particulars. 

The  bronchial  tubes  of  both  lungs  appear  healthy. 

The  bronchial  glands  are  large,  dark,  and  firm. 

Abdomen. — There  is  a  little  transparent  serosity  in  the  peri- 
toneal cavity.  The  peritoneum  appears  healthy.  The  mesenteric 
glands  are  larger  than  natural ;  many  the  size  of  small  beans, 
flattened,  firm,  and  pale. 

Liver. — Weight  65  ozs.  Substance  flabby  and  soft ;  mottled 
externally  and  internally  with  delicate  yellowish  patches.  Its 
capsule  is  thin  and  transparent;  it  separates  with  facility  from 
the  hepatic  substance.  (The  microscope  proved  its  cells  to  be 
loaded  with  fat.) 

Gall  Bladder. — Greatly  distended  with  pale  yellow  watery 
bile.  Lining  membrane  healthy. 

Spleen. — Weight  20^  ozs.,  dark  and  tolerably  firm.  Extending 
some  distance  into  the  substance  of  the  organ  at  the  anterior 
margin  is  a  mass  of  pale  red  colour,  friable,  having  a  finely  granular 
fracture ;  it  feels  firmer  than  the  adjacent  spleen  tissue  ;  the  line 
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of  demarcation  is  well  marked.  Deeper  in  the  substance  of  the 
organ  are  several  smaller  masses,  resembling  in  all  particulars  the 
one  just  described ;  there  is  also  one  on  the  surface  near  to  the 
inferior  margin. 

The  pancreas  weighs  2f  ozs. ;  it  is  normal  in  character. 

The  stomach,  small  and  large  intestines,  healthy  in  all  par- 
ticulars. Peyer's  patches  very  distinct,  and  of  a  somewhat  deeper 
red  than  the  surrounding  mucous  membrane. 

The  kidneys  weigh  6  J  ozs.  each ;  they  are  healthy  in  all 
particulars ;  no  fat  to  be  detected  in  cells  by  the  aid  of  the 
microscope. 

Pelves  of  the  kidneys  pale. 

Urinary  Bladder. — Mucous  membrane  studded  anteriorly  with 
red  puncta,  and  posteriorly  with  somewhat  larger  red  spots,  almost 
continuous  with  each  other.  There  is  no  abnormal  redness  near 
the  urethral  orifice. 

CASE  XLY. — In  a  man,  aged  60  years — repeated  rigors 
—headache  —  furred  tongue  —  confined  bowels  —  epigastric 
tenderness  —  quick  pulse  —  convalescence  on  7th  day  of 
disease — relapse  on  the  IQth  day — rigors — quick  pulse — 
hot  and  dry  skin — furred  tongue — confined  bowels — vomit- 
ing of  green  fluid — free  perspiration — permanent  convales- 
cence the  18th  day  of  disease. 

George  R.,  aged  60,  a  harness-maker,  was  admitted  into  the 
London  Fever  Hospital,  under  the  care  of  Dr.  Tweedie,  November 
1st,  1847.  He  returned  from  Madras  in  1840,  where  he  had  re- 
sided for  forty  years ;  while  in  India,  he  was  seriously  hurt  by  a 
fall  from  his  horse.  He  suffered  in  1818  from  '  severe  dysentery ;' 
a  few  years  after  he  had  some  '  disease  of  the  liver ; '  for  these 
affections  he  was  repeatedly  and  largely  leeched, — 200  leeches 
having  been,  he  says,  applied  at  one  time.  The  abdomen  is 
covered  with  leech-bite  scars.  During  the  last  seven  years  his 
health  has  been  very  good. 

On  Thursday,  October  28th,  having  been  exposed  to  cold  and 
wet  the  four  preceding  days,  he  was  suddenly  seized  with  rigors ; 
the  rigors  were  repeated  several  times  before  his  admission.  On 
the  following  day  he  suffered  from  headache. 

On  the  6th  day  of  disease  I  noted : — 

Frontal  headache ;  mind  normal ;  expression  good ;  special 
senses  unaffected.  Strength  somewhat  impaired,  but  he  can 
leave  his  bed  without  assistance.  Tongue  moist,  furred ;  no 
stool ;  a  little  tenderness  at  the  epigastrium ;  liver  dulness 
occupies  the  epigastric  region  ;  no  appetite.  Pulse  100  ;  slight 
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cough  ;  little  expectoration ;  no  abnormal  physical  chest  signs ; 
heart's  impulse  feeble.  Skin  cool ;  no  spots. 

01.  ricini,  gij.,  st.  s. 

He  passed  a  restless  night,  and  was  asleep  at  the  time  I  saw 
him  on  the  following  day.  The  castor  oil  had  acted  three  times. 

7th  day. — Pulse  72  ;  tongue  moist,  slightly  furred  ;  two  stools  ; 
appetite  good  ;  skin  cool ;  complains  of  slight  frontal  headache. 

8th  day. — Pulse  72:  little  sleep;  no  headache ;  complains  of 
severe  pain  in  the  back  and  limbs ;  he  states  they  are  so  stiff  he  can 
hardly  turn  in  bed  unassisted  ;  tongue  moist,  clean ;  appetite  good  ; 
one  stool ;  stiffness  of  the  limbs  continued  till  the  16th  day,  when, 
early  in  the  morning,  he  was  seized  with  rigors.  At  the  time  of 
the  visit  the  pulse  was  108  ;  skin  hot,  dry,  and  free  from  spots; 
tongue  dry  and  slightly  furred  ;  there  was  much  thirst ;  his  bowels 
were  confined.  Two  drachms  of  castor  oil  were  administered 
directly. 

17th  day  of  disease. — Pulse  90;  little  sleep;  no  return  of 
rigors ;  tongue  as  yesterday ;  five  stools ;  vomited  some  green 
fluid  this  morning  ;  skin  warm,  perspiring  freely. 

18th  day. — Pulse  70  ;  no  vomiting;  two  stools.  He  was  quite 
well  on  the  20th  day. 

CASE  XLVI. — In  a  man,  aged  30  years — rigors — headache 
— pains  in  the  limbs — nausea — want  of  sleep — vertigo — furred 
tongue — loss  of  appetite — free  perspiration — convalescence 
on  the  8th  day  of  disease — relapse  on  the  18th  day — quick 
pulse — hot  and  dry  skin — furred  tongue — pain  in  the  limbs 
— permanent  convalescence  on  the  20th  day  of  disease. 

John  F.,  aged  30,  a  labourer  of  temperate  habits,  was  admitted 
into  the  London  Fever  Hospital,  December  16th,  1847,  under  the 
care  of  Dr.  Tweedie.  John  F.  had  resided  in  London  three 
years,  and  had  till  the  present  attack  enjoyed  health.  His  illness 
commenced  on  Sunday,  December  12th,  with  rigors,  succeeded  by 
heat  and  sweating,  headache,  pains  in  the  limbs,  and  nausea ;  no 
epistaxis,  no  vomiting ;  the  bowels,  at  first  confined,  were  acted 
on  by  medicine  before  he  came  under  observation.  He  took  to  his 
bed  on  Monday,  the  13th  of  December,  i.e.  the  2nd  day  of  disease. 

6th  day  of  disease. — Slept  but  little;  no  dreaming;  vertigo 
on  assuming  the  erect  position  ;  no  affection  of  the  special  senses. 

Tongue  coated ;  three  stools ;  no  abnormal  fulness,  resonance, 
nor  tenderness  of  the  abdomen ;  no  appetite  ;  some  thirst. 

Pulse  96  ;  trifling  cough  ;  skin  moist ;  no  spots. 

7th  day. — Pulse  108;  headache  increased;  tongue  loaded; 
three  stools ;  much  thirst ;  skin  perspiring  freely. 
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8th  day. — Pulse  60  ;  had  a  rigor  last  evening,  which  was 
succeeded  by  heat  and  sweating ;  slept  well ;  no  headache ; 
tongue  clean ;  two  stools. 

On  the  llth  day  his  appetite  had  returned,  and  on  the  14th 
day  the  pulse  had  fallen  to  48.  He  appeared  in  health. 

On  the  night  of  the  29th  December,  i.e.  the  18th  day  of 
illness,  he  had  but  little  sleep,  and  on  the  following  days  I 
noted : — 

19th  day  of  disease. — Pulse  108;  much  pain  in  the  limbs; 
skin  hot  and  dry ;  tongue  moist,  thickly  furred ;  four  stools ;  no 
appetite. 

20th  day. — About  9  o'clock  last  evening  is  reported  by  the 
nurse  to  have  had  severe  rigors,  which  lasted  twenty  minutes. 
About  5  A.M.,  while  at  stool,  he  fainted.  At  the  time  of  the 
visit,  his  pulse  was  72  ;  skin  warm  and  perspiring  freely. 

On  the  22nd  day  the  pulse  had  fallen  to  48,  and  he  com- 
plained again  of  pains  in  the  limbs ;  his  tongue  was  clean ;  his 
appetite  was  returning. 

No  further  note  was  taken. 

CASE  XLVII. — In  a  boy,  aged  14  years — headache — pain 
in  the  limbs — dry,  brown  tongue — confined  bowels — convales- 
cence on  tlie  13th  day. 

Relapse  on  the  I8th  day — rapid  pulse — hot  skin — flushed 
cheeks — vomiting — profuse  perspiration — permanent  conva- 
lescence on  the  20th  day. 

James  D.,  aged  14,  a  skin-dresser,  was  admitted  into  the  London 
Fever  Hospital,  under  Dr.  Tweedie,  August  9th,  1847.  Without 
known  cause,  a  week  before  his  admission,  he  was  suddenly 
attacked  with  headache  and  pain  in  the  limbs. 

10th  day  of  disease. — Mind  normal;  no  headache;  sleeps 
well.  Tongue  dry,  brown;  no  stool  24  hours.  Pulse  80.  No 
cough  ;  no  abnormal  physical  chest  signs  ;  skin  cool ;  no  spots. 

llth  day. — Pulse  80;  skin  cool;  two  stools;  tongue  red; 
sordes  about  teeth. 

12th  day. — Pulse  84  ;  cheeks  flushed;  two  stools. 

13th  day. — Pulse  72;  sleeps  well;  tongue  moist,  red;  no 
stool.  Hst.  aperiens,  §j.  st.  s. 

16th  day. — Gradually  improving. 

18th  day. — Pulse  120;  skin  hot;  cheeks  flushed;  tongue 
moist ;  red ;  three  stools. 

19th  day. — Pulse  96  ;  was  troubled  with  vomiting  during  the 
night ;  tongue  dry ;  two  stools.  Is  now  sweating  profusely. 

On  the  following  day  he  appeared  well. 
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Attention  is  particularly  directed  to  the  following  points 
connected  with  the  seven  cases  above  detailed  : — 

1st.  The  ages  of  the  patients  were  respectively  7,  14,  14, 
17,  18,  30,  and  60  years.  Relapsing  fever,  then,  limits  its 
attacks  to  no  particular  age. 

2nd.  Two  of  the  cases  were  brought  from  the  same  house. 
The  others,  sleeping  in  common  lodging-houses,  etc.,  might 
have  been  exposed  to  contagion. 

3rd.  The  case  which  proved  fatal  offered  no  lesion  after 
death  by  which  the  fatal  termination  could  be  explained. 

4th.  These  seven  patients,  after  having  suffered  from 
attacks  of  simple  fever  appeared  convalescent;  continued 
pretty  well  for  5,  9,  10,  10,  10, and  12  days  respectively;  and 
then  had  a  return  of  all  the  symptoms  present  in  the  first 
attack,  i.e.  had  true  relapse. 


§  10.    GENERAL   DESCRIPTION    OF  THE    SYMPTOMS    AND 
LESIONS   OF   STRUCTURE    IN   RELAPSING    FEVER. 

Relapsing  fever  affects  persons  of  all  ages.  The  patient, 
previously  in  health,  is  seized,  on  waking  in  the  morning, 
or  it  may  be  while  occupied  about  his  daily  avocations,  with 
rigors,  sometimes  severe,  sense  of  chilliness,  and  headache, 
usually  frontal  These  are  followed  by  heat  of  skin;  and 
this,  again,  is  frequently  succeeded  by  sweating ;  the  sweat- 
ing, however,  when  it  occurs,  appears  to  afford  no  relief. 
There  is  soon  pain  in  the  back  and  limbs,  frequent  pulse,  and 
a  dry  and  hot  skin.  The  tongue  is  now  white,  the  urine  high- 
coloured,  the  appetite  is  lost,  and  there  is  considerable  thirst. 
The  patient  passes  sleepless  nights.  Vomiting  of  green  bile 
is  generally  one  of  the  earliest  symptoms.  The  rigors,  head- 
ache, vomiting,  and  pain  in  the  back,  might  lead  one  to  sup- 
pose the  patient  to  be  labouring  under  small-pox;  but  the 
pain  in  the  back  is  rarely  so  severe,  nor  is  the  vomiting  so 
incessant  as  it  ordinarily  is  in  the  early  period  of  the  last- 
named  disease.  The  headache  is  seldom  so  violent  as  it  is  hi 
common  '  bilious  headache,'  in  which  latter,  moreover,  it  is 
commonly  occipital;  the  heat  of  skin  and  the  quick  pulse 
serve  still  further  to  separate  relapsing  fever,  at  its  outset, 
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from  that  troublesome  affection.  The  suddenness  of  the 
attack,  the  rigors,  hot  skin,  pain  in  the  limbs,  and  white 
tongue,  distinguish  relapsing  fever  from  idiopathic  head  affec- 
tions. The  patient  is  generally  obliged  at  once  to  take  to  his 
bed.  He  feels  not  exactly  too  weak,  but  too  ill  to  keep 
about ;  frequently  affirms  only  that  he  is  too  giddy  to  walk, 
i.e.  vertigo,  and  not  sense  of  weakness,  drives  the  patient  to 
bed.  The  sudden  transition  from  health  to  a  sense  of  disease 
warns  him  that  some  severe  illness  is  setting  in. 

By  the  2nd  or  3rd  day  the  heart  often  beats  100,  120, 
or  even  130  strokes  in  the  minute;  the  patient  gets  no 
sleep;  and  even,  as  in  the  case  of  William  D.  (Case  LIL), 
by  the  fifth  or  sixth  day,  may  be  violently  delirious.  The 
bowels  are  usually  somewhat  confined  at  the  commencement. 

After  a  period  varying  from  five  or  ten  days,  a  profuse 
perspiration  breaks  out,  and  in  the  course  of  a  few  hours  the 
patient  appears  nearly  well.  The  alteration  is  most  remark- 
able: in  the  morning  the  pulse  may  have  been  120  in  the 
minute,  the  skin  hot  and  dry,  the  head  throbbing;  in  the 
afternoon  the  pulse  is  60,  the  skin  cool,  the  head  free  from 
pain. 

On  the  following  day  the  patient  is  apparently,  in  every 
respect,  free  from  ailment.  His  appetite  returns,  his  strength 
improves,  and  we  suppose  him  progressing  favourably ;  when 
on  from  the  12th  day  to  the  20th,  reckoning  from  the  outset 
of  the  illness,  or  on  about  the  7th,  counting  from  the  crisis, 
the  patient  having  committed  no  hygienic  error,  the  preced- 
ing day  having  been  seemingly  in  health,  or  simply  weak,  is 
again  suddenly  seized  with  rigors,  vomiting  of  green  fluid, 
and  headache,  quickly  followed  by  hot  skin,  quick  pulse, 
furred  tongue,  loss  of  appetite,  and  confined  bowels ;  delirium, 
perhaps,  supervenes,  and,  in  fact,  he  is  in  the  same  state  as 
on  the  day  his  illness  commenced.  The  pulse,  which  faUs 
remarkably  during  the  period  of  apparent  convalescence, 
often  beating,  the  day  preceding  the  relapse,  as  infrequently 
as  48  strokes  in  the  minute,  rises  suddenly  to  120,  or  even 
higher.  After  the  expiration  of  two,  three,  four,  or  five  days, 
the  patient  is  again  bathed  in  perspiration,  and  the  next  day 
is  convalescent. 

Such  is  the  ordinary  course  of  a  tolerably  severe  non-fatal 
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case  of  relapsing  fever.  But  in  some  cases  it  presents  certain 
deviations  from  this,  which  may  be  regarded  as  its  normal 
type.  Instead  of  commencing  abruptly,  it  may  make  its 
attack  insidiously;  epistaxis  may  be  among  the  earliest 
symptoms ;  the  crisis  may  be  accompanied  by  diarrho3a,  or 
loss  of  blood  from  the  nose,  and  it  is  said,  but  I  have  never 
seen  such  a  case,  by  discharge  of  blood  from  the  bowels,  in- 
stead of,  as  is  far  more  common,  by  sweating.  In  women  the 
catamenial  discharge  appears,  in  some  cases,  to  be  critical. 

The  relapse  may  be  very  imperfectly  marked;  a  slight, 
even  now  and  then  only  comparative,  increase  in  the  rapidity 
of  the  pulse,  and  a  little  greater  heat  of  skin  than  was  ob- 
served on  the  previous  day,  being  all  that  indicates  its  super- 
vention. 

If  blood  be  drawn  during  the  primary  attack  or  the  re- 
lapse, it  is  in  many  cases  more  or  less  buffed,  and  that  with- 
out the  co-existence,  so  far  as  can  be  ascertained,  of  any  local 
inflammation. 

Yellowness  of  the  skin  is  by  no  means  an  uncommon 
symptom.1  The  jaundice  is  sometimes  intense;  it  may  be 
present  during  the  first  attack,  disappear  before  the  relapse, 
and  not  recur ;  or  it  may  occur  only  in  the  relapse.  When 
jaundice  supervenes,  the  stools  retain  their  natural  hue,  or 
are  darker  than  common;  at  the  same  time  the  urine  is 
frequently  loaded  with  bile. 

The  skin  sometimes  has  a  purplish  mottled  aspect,  an 
exaggerated  resemblance  to  the  skin  of  young  children. 
Petechise  are  now  and  then  present — flea-bites,  which  often 
exist  in  immense  numbers  on  the  trunk  and  extremities  of 
the  poor,  have  frequently  been  confounded  with  them ;  at  the 
same  time,  the  large  size  in  rare  cases  of  the  subcuticular 
effusions  of  blood,  and  the  fact  noticed  by  some  physicians, 
that  they  have  made  their  appearance  after  the  patient 
entered  the  hospital,  prove  that  they  are  due  in  certain 
cases  to  a  change  in  the  solids  and  fluids  of  the  bod}',  and 
not  to  the  bites  of  insects. 


1  Jaundice  is  a  very  rare  symptom  in  typhus  and  typhoid  fevers,  so  rare 
that  I  cannot  call  to  mind  a  single  case  in  which  I  have  observed  it,  while 
it  is  more  or  less  marked  in  nearly  a  fourth  of  the  cases  of  relapsing  fever. 

Z 
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Neither  the  mulberry  rash  of  typhus  fever  nor  the  rose 
spots  of  typhoid  fever  are  ever  present  in  relapsing  fever. 

Sudden  sinking  marks  the  progress  of  some  cases ;  it  is 
indicated  by  a  deep  dusky  hue  of  the  face,  lividity  of  the 
hands  and  feet,  a  purple  marbling  of  the  whole  surface.  The 
trunk  feels  cool,  the  hands  and  feet  cold — the  patient  is  in  a 
state  of  collapse,  without  having  suffered  from  any  severe 
pain  or  exhausting  discharge.  In  such  cases  he  is  unable 
to  be  aroused,  to  exhibit  any  sign  of  consciousness,  and  not 
unfrequently  dies  a  few  hours — generally  from  twelve  to 
twenty-four — after  the  physician  had  supposed  him  to  be 
free  from  danger.  Death  is,  however,  a  rare  termination  of 
relapsing  fever ;  when  it  does  occur,  the  fatal  event  may  take 
place  during  the  primary  fever  or  the  relapse — I  think  the 
former  has  been  in  my  experience  more  commonly  the  case. 

Pain  in  the  limbs  of  a  very  severe  character  is  not  un- 
frequent  at  the  outset  of  the  disease,  but  it  has  been  noticed 
by  several  writers,  and  my  own  observations  are  in  accordance 
with  their  experience,  that  severe  muscular  pains  sometimes 
cause  considerable  suffering  after  the  termination  of  the 
primary  attack,  and  also  after  the  relapse,  i.e.  after  the 
patient  is,  in  all  other  particulars,  in  health. 

More  or  less  violent  delirium  is  now  and  then  observed, 
as  Dr.  Robertson  pointed  out,  after  the  critical  discharge  has 
taken  place. 

Vomiting,  as  I  have  said,  is  a  frequent  symptom  in  both 
the  first  and  second  attack.  The  fluid  ejected  is  ordinarily 
bright  grass-green,  and  very  large  in  quantity.  Sometimes 
the  vomiting  is  almost  incessant,  and  continues  during  the 
whole  course  of  the  disease.  Tenderness  at  the  epigastrium 
is  a  common  symptom  in  all  cases,  but  it  is  especially  marked 
in  those  to  which  I  have  just  referred. 

If  pregnant  women  are  attacked  by  relapsing  fever,  a  very 
large  majority,  if  not  all,  abort.  Death  sometimes,  but  by 
no  means  invariably,  happens  under  such  circumstances. 

A  second  relapse  occurs  in  a  few  cases ;  the  patient,  con- 
valescent about  the  7th  day,  relapses  about  the  14th ;  is  a 
second  time  convalescent  by  from  the  17th  to  the  21st  day; 
and  relapses  again  from  the  21st  to  the  25th  days,  for  conva- 
lescence to  be  finally  established  from  the  25th  to  the  28th 
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days.  However,  in  some  cases,  the  disease  terminates  at 
the  end  of  a  week,  the  patient  experiencing  no  relapse.1 

The  most  frequent  local  complication,  next  to  enlarge- 
ment of  the  liver  and  spleen,  is  inflammation  of  the  lung.  I 
have  never  seen  in  relapsing  fever,  any  more  than  I  have  in 
typhus  fever,  an  example  of  meningeal  or  cerebral  inflam- 
mation.2 

Death  from  uncomplicated  relapsing  fever  is  rare.  No 
anatomical  character  of  this  disease  has  been  pointed  out. 
The  most  constant  lesion  by  far  is  enlargement  of  the 
spleen.  The  size  attained  by  that  organ  is,  I  think,  on  the 
whole,  larger  than  in  either  typhus  or  typhoid  fevers.  I 
have  found  it  weigh  as  much  in  one  case  as  38  07.,  its  size 
being  in  proportion  to  its  weight.  Pale  yellowish  pink 
masses  of  variable  size,  firm  to  the  touch,  but  friable,  with 
a  slightly  granular  fracture,  are  occasionally  found  in  the 
substance  and  near  the  surface  of  this  organ.  As  a  rule, 
there  is  but  little  congestion  of  the  lungs,  the  weights  of 
which  contrast  singularly  with  the  weights  of  the  same 
organs  in  subjects  dead  from  typhus  fever.  The  brain  and 
its  membranes  also  are  remarkably  free  from  appreciable 
lesion.  A  slight  excess  of  serosity  beneath  the  arachnoid 
and  in  the  lateral  ventricles  is,  however,  occasionally  observed. 
The  blood,  in  a  few  cases,  has  been  found  fluid  throughout 
the  body.  The  heart  offers  no  appreciable  deviation  from  its 
normal  condition.  The  liver  is  generally  large,  and  the  gall- 
bladder contains  a  considerable  quantity  of  thick  dark  bile ; 
the  ductus  communis  allows  bile  to  pass  freely  into  the 
duodenum,  even  in  those  cases  where  jaundice  was  present 
at  the  time  of  death. 

The  gastro-intestinal,  the  laryngo-bronchial,  and  genito- 
urinary mucous  membranes,  present  all  the  characters  of 
health.  The  kidneys  are  normal. 

This  description  applies  only  to  uncomplicated  cases ;  for, 

1  For  the  relation  existing  between  these  cases  and  febricula,  the  reader 
must  refer  to  the  examples  of  that  disease  related  hereafter  (see  p.   384 
et  seq. ). 

2  The  case  detailed  by  Dr.  Stevens  of  Glasgow,  in  the  Medical  Times, 
vol.  xxi.  p.  156,  appears  to  me  to  have  been  an  example  of  hemorrhage  into 
the  cavity  of  the  arachnoid. 
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should  any  local  inflammation  have  been  set  up  during  life, 
the  characters  of  that  lesion  will,  of  course,  be  present  after 
death ;  thus  consolidation  of  the  lung  and  the  signs  of  recent 
pleuritis  are  sometimes  detected. 


§    11.    BLOOD  IX  RELAPSING  FEVER  SOMETIMES  BUFFED 
— CRITICAL    DISCHARGES. 

In  his  book  on  the  relapsing  fever  epidemic  in  Edinburgh, 
1817-19,  Dr.  "Welsh  states  that  the  blood  which  he  took  in 
such  plentiful  streams  from  his  patients  was  buffed.  He 
argues  that  this  condition  of  the  blood  proves  the  propriety 
of  the  use  of  the  lancet:  a  pri&ri  argument,  however,  is 
worth  but  little  in  therapeutics.  Cruveilhier  found,  in  the 
bodies  of  women  who  died  of  puerperal  fever  during  an 
epidemic  of  that  disease,  which  occurred  in  Paris  some  years 
since,  unequivocal  signs,  as  he  thought,  of  pre-existing  inflam- 
mation. He  used  the  lancet,  reasoning  a  priori  that  it  must 
be  useful:  the  mortality  under  the  treatment  he  adopted 
was  fearful.  Experience  alone  is  a  sound  basis  for  thera- 
peutics. 'Ars  niedica  tota  est  in  observationibus,' — hackneyed 
as  is  the  phrase  of  Baglivi,  its  spirit  has  yet  to  be  thoroughly 
incorporated  into  the  members  of  our  profession. 

The  following  record  illustrates  the  fact  that,  in  the  cases 
I  have  seen,  when  blood  was  drawn  it  was,  as  in  the  same 
disease  in  1817-19,  buffed. 

CASE  XLVIII. — In  a  man,  aged  35 — headache — pain  in  the 
limbs — hurried  breathing — quick  pulse — hot  skin — buffed 
blood — convalescent  on  the  9th  day  of  disease. 

Relapse  on  the  YJth  day. — Kapid  pulse — hot  skin — white 
tongue — vomiting — delirium — want  of  sleep — profuse  per- 
spiration— convalescence  on  the  22nd  day  of  disease. 

Robert  M._,  aged  35,  a  railway  labourer,  was  admitted  under 
the  care  of  Dr.  Tweedie,  into  the  London  Fever  Hospital,  July 
22nd,  1847. 

He  was  taken  ill  without  known  cause,  July  19th,  with  head- 
ache, and  pain  in  the  limbs,  unaccompanied  by  any  derangement 
of  the  bowels. 

On  the  day  after  admission,  my  friend  Mr.  Sankey  noted : — 
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He  slept  but  little  last  night ;  headache ;  mind  clear ;  respiration 
hurried,  some  cough;  pulse  90;  tongue  coated;  skin  free  from 
spots,  hot.  V  S.  ad.  gx. 

On  the  24th  July,  i.e.  6th  day  of  disease,  blood  thinly  buffed, 
not  cupped,  clot  large  and  soft;  headache  nearly  gone;  tongue 
coated ;  no  stool ;  pulse  90. 

On  the  8th  day  the  pulse  had  fallen  to  84,  and  there  was  con- 
siderable pain  in  the  limbs. 

On  the  9th  day  the  appetite  returned;  the  pulse  being  still  84. 

He  was  considered  convalescent,  and  no  report  taken  till  the 
1 7th  day  of  illness,  on  which,  and  subsequent  days,  I  noted : — 
Was  seized  with  rigors  last  night;  pulse  120;  skin  hot  and  dry; 
tongue  white,  moist ;  three  stools ;  complains  of  nausea. 

18th  day. — Pulse  120 ;  skin  hot  and  dry;  no  sleep  last  night; 
tongue  white,  moist ;  has  vomited  this  morning. 

1 9th  day. — A  little  delirium ;  scarcely  any  sleep ;  vomiting 
continues;  two  stools;  pulse  120. 

20th  day. — In  all  respects  as  yesterday. 

Afternoon  of  21st  day. — Has  been  perspiring  profusely  since 
10  A.M.;  skin  cool;  pulse  80, soft ;  tongue  cleaner;  two  stools  ;  no 
return  of  vomiting. 

22nd  day  of  disease. — Pulse  80  ;  skin  sweating;  tongue  clean  ; 
no  stools ;  a  little  epistaxis  this  morning ;  complains  of  pains  in 
the  limbs. 

No  notes  were  taken  after  the  22nd  day  of  disease. 

This  man  derived  no  marked  benefit  from  the  blood- 
letting, practised  on  the  5th  day  of  disease.  It  is  true  that, 
on  the  day  after,  the  headache  was  less  severe ;  but  the  reader 
will  have  perceived  that  nature,  unaided  by  the  loss  of  blood, 
in  many  cases  effected  a  much  larger  improvement  in  a  much 
shorter  space  of  time.  Pain  in  the  limbs  is  often  complained 
of  by  patients,  after  the  febrile  symptoms  (commonly  so 
called)  has  disappeared.  In  this  case,  the  pain  followed  both 
the  primary  attack  and  the  relapse.  On  the  9th  day  Kobert 
M.  was  considered  to  be  convalescent.  No  critical  discharge 
appears  by  my  notes  to  have  marked  the  termination  of  the 
primary  attack.  The  relapse  set  in,  as  it  usually  does, 
suddenly.  The  febrile  symptoms  were  very  severe.  The 
copious  sweating  on  the  21st  day  was  evidently  critical.  It 
occurred,  so  far  as  concerns  the  whole  illness,  on  a  non- 
critical  day ;  so  far  as  concerns  the  relapse,  on  a  critical  day ; 
but  then,  3,  4,  5,  6,  and  7  are  all  critical  days,  so  that,  if  a 
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disease  terminates  in  less  than  a  week,  it  must  terminate  on 
a  critical  day.1  Although  the  sweating  was  very  profuse,  yet 
a  second  critical  discharge,  epistaxis,  occurred  on  the  22nd 
day  of  disease,  the  6th  of  relapse. 

The  catamenial  discharge  is  sometimes  critical.  I  have 
before  stated  the  fact.  The  following  cases  illustrate  it. 

CASE  XLIX. — In  a  woman  aged  19  years.  Kigors — heat 
of  skin  —  headache  —  vomiting  —  furred  tongue  —  loss  of 
appetite — quick  pulse — perspiration — catamenial  discharge — 
convalescent  on  the  *7th  day  of  disease.  Relapse  on  the  \Wi 
day  of  disease.  Rapid  pulse — headache — hot  skin — vomit- 
ing— profuse  sweating — convalescence  <m  the  IQth  day,  with 
pain  in  the  limbs. 

Mary  H.,  aged  19,  a  domestic  servant,  was  admitted  into  the 
London  Fever  Hospital,  September  9th,  1847,  under  the  care  of 
Dr.  Tweedie. 

On  Saturday,  September  7th,  she  was  seized  with  rigors,  suc- 
ceeded by  heat  of  skin,  headache,  and  vomiting. 

On  the  4th  day  of  disease,  no  headache ;  no  pain  in  the  limbs; 
sleeps  well.  Tongue  furred ;  one  stool ;  no  tenderness  of  abdomen; 
no  appetite  ;  some  thirst. 

Pulse  92  ;  trifling  cough. 

Skin  warm ;  perspiring. 

5th  day. — Pulse  96  ;  a  little  frontal  headache  ;  tongue  slightly 
furred  ;  three  stools  ;  catamenia  have  appeared. 

No  note  was  made  on  the  6th.  On  the  7th  day  she  appeared  well; 
her  pulse  was  only  66,  and  she  had  some  appetite;  but  on  the 
13th  day  of  disease,  pulse  120  ;  no  sleep  ;  some  frontal  headache  ; 
tongue  moist,  furred ;  nausea ;  vomited  to-day  much  greenish 
yellow  fluid ;  no  appetite ;  two  stools ;  some  tenderness  at  the 
epigastrium ;  skin  warm,  dry ;  no  spots. 

14th  day  of  disease. — Pulse  130 ;  no  sleep ;  headache  continues; 
skin  hot,  dry ;  tongue  as  yesterday ;  two  stools ;  nausea ;  vomiting 
of  greenish  yellow  fluid  continued,  about  12  oz.  has  been  ejected 
to-day.  No  tenderness  at  the  episgastrium.  Prescribed  arrowroot 
with  brandy ;  mustard  poultice  to  the  epigastrium. 

15th  day  of  disease. — Pulse  96;  perspired  profusely  after  the 
arrowroot  and  brandy ;  slept  well ;  no  headache ;  tongue  cleaner ; 
no  nausea ;  no  vomiting. 

1  See  British  and  Foreign  Review,  April  1844,  for  some  able  remarks  on 
the  doctrine  of  critical  days. 


CRITICAL  DISCHARGES  359 

16th  day. — Pulse  96;  skin  cool;  complains  of  pain  in  the 
limbs.  Tongue  clean  ;  no  stool. 

No  further  report  was  considered  necessary ;  the  woman  was 
convalescent,  and  left  the  hospital  in  a  few  days. 

It  may  be  observed,  that  in  this  case  the  perspiration  did 
not  afford  any  marked  relief.  It  was  not  until  after  the  men- 
strual evacuation,  on  the  5th  day  of  disease,  that  the  patient 
was  convalescent.  As  is  usual,  the  relapse  took  place  sud- 
denly. The  patient  was  seemingly  in  health  on  the  12th 
day;  on  the  13th,  her  pulse  was  120;  on  the  14th,  130. 
This  extreme  rapidity  of  the  pulse,  as  Dr.  Henderson  pointed 
out,  is  never  observed  so  early  in  typhus  fever  without  indi- 
cating extreme  danger,  while  it  by  no  means  indicates  danger 
in  relapsing  fever.  Vomiting  of  green  fluid  is  a  very  common 
symptom  in  relapsing  fever:  it  was  present,  to  a  compara- 
tively trifling  extent,  during  relapse  in  this  case.  The  pro- 
fuse sweating  with  which  the  relapse  terminated  occurred  on 
a  non-critical  day,  i.e.  the  15th  day  of  disease.  Pain  in  the 
limbs  troubled  the  patient  after  the  termination  of  the  severe 
febrile  symptoms  Avhich  marked  the  relapse.  Whether  the 
pains  are  rheumatic  or  neuralgic  in  their  character  has  been 
a  question.  I  am  inclined  to  regard  them  as  neuralgic,  or 
analogous  to  the  pain  in  the  back  in  small-pox.  Certainly  I 
see  no  reason  to  believe  them  to  be  rheumatic. 

CASE  L. — In  a  woman  aged  45.  Pains  in  the  back  and 
limbs — rigors — vomiting — headache — vertigo — white  tongue 
— quick  pulse — slight  sonorous  rale — hot  skin — catamenial 
discharge — convalescence  on  the  *lth  day  of  disease- — relapse, 
on  the  ~L9th  day  of  disease — -rigors — rapid  pulse — hot  skin — 
frontal  headache — white  tongue — slight  sore  throat — con- 
valescence on  the  23rd  day  of  disease. 

Sarah  R.,  aged  45,  was  admitted  into  the  London  Fever 
Hospital  under  the  care  of  Dr.  Tweedie,  December  9th,  1847.  She 
had  enjoyed  health  till  the  present  attack.  On  Wednesday, 
December  8th,  she  was  suddenly  seized  with  pains  in  the  back 
and  limbs,  rigors,  vomiting  of  bitter  yellow  fluid,  headache,  and 
vertigo.  Her  bowels  were  regular.  She  was  suckling  at  the  time 
her  illness  began.  Three  months  before  her  present  illness  began, 
she  left  Sheffield,  and  '  tramped '  to  London,  sleeping  in  Union 
houses.  She  affirmed  she  was  of  sober  habits. 
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3rd  day  of  disease. — Complains  much  of  general  headache ; 
great  pain  in  the  back  and  limbs ;  vertigo  in  the  erect  position ; 
intellect  unaffected ;  expression  natural ;  face  flushed. 

Is  unable  to  walk  more  than  a  few  steps  in  consequence  of 
vertigo. 

Tongue  moist,  white ;  much  thirst ;  no  appetite ;  one  stool ; 
some  nausea ;  abdomen  full,  resonant,  not  tender. 

Pulse  100;  a  little  cough,  trifling  amount  of  sonorous  rale  on 
deep  inspiration ;  skin  warm,  dry,  free  from  spots. 

Applic.  c.  c.  temp,  et  detrah.  sang,  ad  3  viii. 

4th  day  of  disease. — Pulse  120;  skin  hot  and  dry;  much  less 
headache ;  less  vertigo ;  no  flush ;  little  sleep.  Tongue  as  yester- 
day ;  a  little  nausea ;  one  stool,  confined. 

01.  ricini,  3  ss.  st.  s. ;  hyd.  c.  creta,  gr.  ii.  6ta  quaque  hora. 

6th  day  of  disease. — Had  but  little  sleep  last  night ;  is  now 
asleep.  Hyd.  c.  creta,  gr.  ii.  nocte  maneque  sum. 

7th  day  of  disease. — Pulse  84,  weak ;  skin  cool ;  no  headache ; 
dozed  during  night,  moaning  much  in  her  sleep.  Complains  of 
feeling  extremely  weak.  Catamenia  appeared  last  night.  Tongue 
moist,  furred ;  two  stools,  one  of  which  was  passed  into  the  bed, 
apparently  unconsciously.  Vin  alb.  5  vi. 

8th  day  of  disease. — Pulse  76,  stronger;  skin  cool;  slept  well 
last  night,  less  moaning  in  her  sleep ;  expression  improved ; 
tongue  moist,  nearly  clean ;  three  stools  in  close  pan.  Catamenia 
continue. 

On  the  9th  day  there  was  a  little  appetite. 

On  the  llth  day. — Pulse  70.  Sits  up  in  bed  unassisted. 
Tongue  moist,  clean ;  appetite  good ;  one  stool. 

On  the  13th  day  I  noted  that  her  pulse  was  still  70,  that  her 
tongue  continued  clean ;  and  that  she  gained  strength  daily. 

On  the  morning  of  the  19th  day  she  was  attacked  with  severe 
rigors,  which  continued  for  an  hour.  At  the  time  of  my  visit  I 
noted : — Pulse  120;  skin  hot.  Complains  of  frontal  headache ;  face 
flushed.  Tongue  white,  moist;  no  nausea;  no  tenderness  at 
epigastrium;  one  stool  last  night;  no  appetite.  Hyd.  c.  creta, 
gr.  iv.  st.  sum.  Haust.  ap.  horas  duas  post  pil.  sum. 

20th  day. — Pulse  120;  skin  hot;  little  sleep;  no  return  of 
rigors ;  less  headache ;  face  flushed ;  tongue  as  yesterday ;  com- 
plains of  some  sore  throat ;  three  stools. 

21st  day. — Pulse  110  ;  tongue  the  same;  three  stools. 

22nd  day. — Pulse  90;  tongue  white,  moist.  Complains  of 
sore  throat  and  pain  in  deglutition ;  slight  redness  of  tonsils ;  one 
stool. 

23rd  day  of  disease. — Pulse  72;  slept  well;  tongue  cleaner 
very  trifling  sore  throat ;  one  stool ;  appetite  returning. 
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The  exact  date  at  which  the  fever  left  this  woman  can 
scarcely  be  fixed.  The  pulse  was  120  on  the  4th  day;  no 
note  was  made  on  the  5th  day ;  on  the  6th  day  she  was  asleep 
at  the  time  of  my  visit ;  on  the  evening  of  that  day  the  cata- 
menial  discharge  occurred ;  and  when  I  saw  her  on  the  7th 
day  the  pulse  had  fallen  to  84,  and  the  skin  was  cool ;  yet  she 
complained  of  great  sense  of  weakness,  and  passed  stools  into 
the  bed.  It  appears  probable  that  the  latter  was  the  con- 
sequence of  the  woman's  sense  of  weakness  making  her  prefer 
to  lie  quiet.  Persons  in  the  class  of  life  of  Sarah  E.,  a  common 
tramp,  are  often  very  dirty  in  their  habits.  Had  this  case 
been  a  solitary  example  of  the  disease  I  am  considering,  the 
primary  attack  might  have  been  held  to  be  simple  catarrh ; 
the  second  tonsilitis.  The  chest  and  throat  symptoms  appear 
to  me,  however,  to  have  been  secondary  to  the  general  disease. 
In  the  first  attack,  the  headache  was  so  severe  that  local 
blood-letting  was  considered  necessary;  while  the  chest 
symptoms  were  so  trifling  that  no  remedy  was  administered 
for  their  relief;  and,  with  reference  to  the  sore  throat,  that 
was  evidently  greater  on  the  22nd  day,  when  the  pulse  was 
only  90,  than  it  was  on  the  20th,  when  the  pulse  was  120. 

§  12.  PREGNANT  WOMEN,  AS  A  RULE,  ABORT  WHEN 
AFFECTED  WITH  RELAPSING  FEVER.— DIARRHCEA 
SOMETIMES  CRITICAL. 

CASE  LI. — In  a  woman,  aged  25  years — headache — pain 
in  the  limbs — rigors — heat  of  skin — bowels  regular — abortion 
on  the  6th  day  of  disease — frequent  pulse — hot  and  dry  skin 
— dry,  brown  tongue — marked  prostration — convalescence  on 
ike  9th  day  of  disease — relapse  on  the  16th  day — frequent 
pulse — hot  and  dry  skin — furred  tongue — diarrhoaa  on  the 
18th  day — permanent  convalescence  on  the  19th  day. 

Ellen  D.,  aged  25,  was  admitted  into  the  London  Fever 
Hospital  July  28th,  1847.  She  was  taken  ill,  July  24th,  with 
headache,  pain  in  the  limbs  and  loins,  rigors,  succeeded  by  heat  of 
skin  ;  her  bowels  at  the  time  were  regular.  Persons  in  the  same 
house  had  suffered  from  '  fever.' 

On  the  6th  day  of  disease,  slept  badly,  and  at  8  A.M.  was 
delivered  of  a  male  child.  About  12  A.M.,  headache  ;  mind  natural; 
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tongue  coated ;  bowels  open ;  thirst ;  little  cough ;  no  pain  in  the 
chest;  pulse  120;  skin  hot  and  dry;  no  spots.  Simple  saline 
mixture  every  four  hours. 

7th  day. — Pulse  120;  tongue  dry  and  brown;  three  stools; 
skin  hot. 

8th  day. — Pulse  120;  appears  very  prostrate;  tongue  coated; 
two  stools ;  skin  hot. 

9th  day. — Pulse  72,  soft;  skin  cool,  moist;  slightly  yellow; 
very  little  prostration ;  tongue  moist,  slightly  furred ;  three  stools. 

On  the  following  day  the  woman  appeared  in  all  particulars 
well,  and  continued  so  till  the  16th  day,  pulse  130 ;  skin  hot  and 
dry;  little  sleep  last  night;  tongue  moist,  slightly  furred;  three 
stools.  Simple  saline  mixture  every  four  hours. 

17th  day. — Pulse  120;  skin  very  hot;  tongue  moist;  two 
stools. 

18th  day. — Pulse  120;  skin  hot;  tongue  dry  and  furred: 
seven  stools. 

19th  day. — Pulse  80.     Convalescent. 

In  this  case  abortion  occurred  on  the  6th  day ;  the  crisis 
on  the  9th  day  the  relapse  on  the  16th  day ;  critical  diar- 
rhea on  the  18th  day.  The  sudden  fall  in  the  pulse  from 
120,  its  rate  on  the  8th  day,  to  72  on  the  9th  day,  and  then 
its  sudden  rise  again  on  the  16th  day  to  130,  and  as  sudden 
fall  on  the  19th  day  to  80,  is  well  worthy  of  note.  In  relapsing 
fever,  as  I  before  remarked,  the  degree  of  rapidity  of  the 
pulse  is  no  indication  of  the  amount  of  danger.  This  case 
illustrates  the  fact,  that  relapsing  fever  sometimes  suddenly 
terminates  with  diarrhcea.  Jaundice,  trifling  in  amount,  was 
observed  for  the  first  time  on  the  day  the  primary  attack 
ceased.  In  some  cases  pregnant  women  do  not  miscarry 
until  the  relapse.  Death  now  and  then  occurs  when  women 
miscarry  in  this  affection. 

§  13.    STAGE  OF  RELAPSE  OCCASIONALLY  ABSENT. 

Although  relapse  is  the  peculiar,  it  is  by  no  means  an 
invariable  symptom  of  the  fever  under  consideration.  The 
following  case  is  a  good  illustration  of  the  fact : — 

CASE  LII. — In  a  man  aged  24  years — rigors — extreme 
vertigo — sense  of  weakness — sleeplessness — violent  delirium 
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— herpes  labialis — furred  and  dried  tongue — redness  of  velum, 
—  quick  pulse — jaundice — convalescence  on  from  the  10th 
to  the  12th  day — No  relapse. 

William  D.,  aged  24,  dark  skin  and  hair,  strong-made, 
moderately  stout,  a  dealer  in  iron,  brother  to  John  D.,  Case  XLir., 
and  to  Peter  D.,  Case  XLIII.,  was  admitted  into  the  London  Fever 
Hospital,  November  8th,  1849.  On  Tuesday  morning,  November 
5th,  just  before  leaving  his  bed  he  was  seized  with  rigors,  followed  by 
heat  and  sweating.  He  subsequently  got  up  and  went  to  work, 
but  about  1 1  A.M.  he  fell  ill  and  the  rigors  returned ;  he  tried 
again  to  work,  but  at  half-past  one  A.M.  he  was  so  cold  that  he  lay 
down  on  the  boards  before  a  large  fire,  and  after  an  hour  or  two  he 
became  warm,  and  there  was  no  return  of  the  rigors.  By  3  P.M. 
he  was  unable  to  walk  a  very  short  distance  without  the  aid  of 
two  men,  and  then,  as  he  described  it,  '  he  staggered  like  a  drunken 
man '  from  extreme  giddiness  and  weakness.  He  took  to  his  bed 
the  same  afternoon,  and  then  had  a  dose  of  aperient  medicine, 
which  acted  powerfully ;  the  purging  continued  till  his  entrance 
into  the  hospital.  He  suffered  much  from  frontal  headache; 
'  could  scarcely  open  his  eyes,'  no  epistaxis ;  no  vomiting. 

William  D.  was  a  man  of  very  intemperate  habits.  He  drank 
indiscriminately  beer,  gin,  or  rum ;  as  he  expressed  himself 
'  nothing  came  amiss.'  He  ordinarily  swallowed  a  gallon  of  porter 
during  the  day. 

The  first  night  he  was  in  the  hospital  he  slept  a  little,  and  at 
that  time  was  free  from  delirium. 

On  the  10th  of  November,  i.e.  the  6th  day  of  disease,  I  noted : — 
Has  had  no  sleep  since  yesterday.  Was  very  noisy  last  night; 
left  his  bed  several  times,  and  struggled  with  his  nurse.  Is  still 
occasionally  delirious;  fancies  his  relatives  were  in  the  ward  a 
few  minutes  since;  yet  he  remembers  past  events  accurately. 
Expression  lively.  A  little  frontal  headache ;  no  flush ;  complexion 
thick ;  conjunctiva?  slightly  injected ;  pupils  natural ;  special 
senses  normal.  Leaves  his  bed  without  aid ;  but  staggers  when 
out  of  bed.  Says  he  feels  very  weak.  Complains  much  of  vertigo. 

A  little  herpetic  eruption  at  the  angles  of  the  mouth  and  on 
the  upper  lip.  Tongue  dry  and  furred ;  very  red  at  the  tip ; 
yesterday  had  pain  in  deglutition,  none  to-day ;  velum  pend.  palat. 
and  uvula  are  deep  dull  red  and  very  dry. 

Six  stools  the  last  twenty-four  hours.  No  tenderness ;  abnormal 
fulness,  or  resonance  of  abdomen ;  no  vomiting ;  no  appetite ; 
much  thirst;  pulse  100;  no  cough;  breath  and  heart  sounds 
normal. 

Skin  warm,  dry ;  no  rose  spots ;  no  mulberry  rash.  It  has  a 
somewhat  mottled  aspect. 
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Head  to  be  shaved.  Chalk  mixture  1  oz.,  with  tincture  of 
opium  10  drops,  after  every  liquid  stool.  Simple  saline  mixture 
every  six  hours. 

Soon  after  the  visit  he  slept  for  about  ten  minutes.  Towards 
evening  he  became  very  delirious,  and  during  the  night  was 
extremely  violent.  He  ran  about  the  ward,  and  once  even  escaped 
into  the  courtyard.  He  then  broke  the  window  of  the  room  in 
which  he  was  placed.  The  hospital  porter  had  to  sit  by  his  bed 
the  whole  night. 

About  6  ozs.  of  beer  and  70  drops  of  laudanum  were  given 
him  during  the  night,  and  early  the  next  morning  l£  oz.  of  gin 
and  three-eighths  of  a  grain  of  acetate  of  morphia. 

At  noon  on  the  following  day,  i.e.  the  7th  day  of  disease,  he 
was  lying  quietly  asleep.  He  had  passed  no  stool ;  his  urine  was 
dark  and  very  turbid.  There  was  a  slight  but  very  decided  yellow 
tint  of  the  whole  skin.  In  about  half-an-hour  he  awoke.  His 
pulse  was  then  108,  weak.  There  was  constant  delirium ;  he 
fancied  he  had  been  in  the  hospital  five  and  a  half  days.  The 
pupils  were  rather  small ;  the  conjunctivas  slightly  injected.  There 
was  no  trace  on  the  skin  of  spots  of  any  kind.  Gin,  6  oz.,  calomel 
and  opium  of  each  a  grain,  every  six  hours,  and  a  blister  to  the 
forehead.  He  refused  the  pill,  and  one-eighth  grain  acetate  of 
morphia  dissolved  in  gin  was  substituted  for  it. 

8th  day. — He  slept  last  night  from  11  \  P.M.  to  2^  A.M.  He 
was  delirious  before  and  after  sleeping ;  at  times,  however,  he 
appears  very  sensible ;  yet  he  thinks  everything  offered  to  him  to 
drink  is  poison.  Is  now  (1  P.M.)  lying  quietly  on  his  left  side 
asleep ;  has  passed  two  dark  watery  stools ;  urine  very  high 
coloured,  loaded  with  bile ;  it  contains  no  albumen.  Skin  deep 
yellow ;  has  a  bronzed  hue.1  No  perspiration  since  admission. 

Acetate  of  morphia,  grain  ±,  every  eight  hours;  mustard 
poultice  to  the  region  of  the  liver ;  a  scruple  of  strong  mercurial 
ointment  to  be  rubbed  into  the  axilla  night  and  morning. 

9th  day. — Was  delirious  all  yesterday  afternoon.  About  6  P.M. 
he  began  to  sweat,  and  perspired  profusely  for  about  2£  hours ; 
slept  well  all  night,  and  a  good  deal  to-day.  There  has  been  little, 
if  any,  delirium  since  yesterday  afternoon. 

Pulse  76;  expression  improved;  skin  and  conjunctivas  very 
yellow;  tongue  dry,  rough,  yellowish,  furred,  very  red  tip  and 
edges ;  two  watery  stools ;  herpetic  eruption  on  lip,  has  formed  a 
dry  scab ;  sits  up  in  bed  with  tolerable  facility ;  surface  of  normal 
temperature.  Has  had  1  oz.  gin  and  half  pint  of  porter  during  the 
last  twenty-four  hours. 

1  Dr.  Chomel  pointed  out  this  tint  as  being  frequently  observed  in  re- 
lapsing fever. 
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Omit  the  morphia ;  continue  the  mercury ;  porter,  half  a  pint. 

On  the  10th  day  the  pulse  was  only  72  ;  the  skin  was  of  a  less 
deep  yellow  bronze  hue.  He  was  not  awake  for  more  than  an 
hour  the  whole  day. 

From  this  time  he  improved  daily.  On  the  12th  day  the 
somnolence  had  disappeared,  the  yellowness  of  skin  much  less 
marked.  On  the  15th  day  he  felt  quite  well.  The  jaundice  had 
all  but  gone,  his  tongue  was  clean,  and  his  appetite  was  good. 
There  was  no  relapse. 

The  two  brothers  of  William  D.  had  relapsing  fever.  Both 
had  distinct  relapse ;  their  cases  (Nos.  XLII.  and  XLIII.)  have 
been  detailed  above  (pp.  343,  344).  Win.  D.  had  been  exposed 
to  the  same  cause  as  his  brothers, — the  illness  of  James  D. 
commenced  on  the  same  day.  In  Wm.  D.,  however,  there 
was  no  relapse;  the  first  attack  was  very  severe;  it  was 
accompanied  by  jaundice.  The  suddenness  of  the  onset  of 
the  disease,  and  the  effect  it  at  once  exercised  on  the  system 
at  large  is  remarkable.  In  a  few  hours  he  required  the  aid 
of  two  men  to  assist  him  to  reach  his  home,  and  he  staggered 
like  a  drunken  man.  The  slight  herpetic  eruption  about  the 
lip  was  not  critical  in  his  case.  It  was  the  ninth  day  before 
he  was  convalescent.  The  jaundice  setting  in,  as  it  did,  just 
before  convalescence,  is  an  important  feature.  If  a  case  of 
this  kind  prove  fatal,  the  bile  is  found  after  death  to  pass 
readily  into  the  intestine.  The  violence  of  the  delirium  was 
singular.  The  patient,  eluding  the  vigilance  of  the  nurse, 
nearly  escaped.  He  made  his  way,  in  his  shirt  only,  into  the 
courtyard  of  the  hospital.  The  profuse  sweat  with  which 
the  disease  terminated  occurred  on  the  9th  day,  i.e.  on  a 
critical  day. 

Perhaps  a  better  name  than  relapsing  fever  might  have 
been  framed  to  signify  the  disease  here  described,  but  I  pre- 
ferred adopting  one  already  used  by  others  who  have  given 
a  faithful  account  of  the  disease  in  question.  Moreover, 
the  name  expresses  the  feature,  which,  although  not  con- 
stant, is  yet,  when  present,  the  most  distinctive  of  the  disease, 
especially  as  marking  the  difference  between  it  and  typhus 
fever,  typhoid  fever,  and  febricula. 

The  question  has  been  raised  as  to  the  identity  of  relapsing 
and  yellow  fever.  Dr.  Cormack  is  the  chief  advocate  of  the 
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supposed  identity.  The  data  for  determining  the  problem 
appear  to  me  to  be  wanting ;  for  what  are  the  symptoms  of 
yellow  fever  ?  If  we  hold,  with  Sir  William  Pym,  that  there 
are  several  diseases  confounded  under  the  term  yellow  fever, 
with  which  is  it  that  relapsing  fever  is  to  be  considered 
identical  ? 

The  repetition  of  the  rigors  daily  for  two  or  three  days  in 
succession  appears  to  approximate  certain  cases  to  intermit- 
tent fever. 

§  14.   A  SECOND  RELAPSE   OCCURS    IN    SOME  CASES. 

CASE  LIU. — In  a  woman  aged  45  years — rigors — headache 
— vertigo — vomiting — frequent  pulse — furred  tongue — bowels 
regular — convalescence  on  the  IZth  day — relapse  on  the  18th 
day  of  disease — rigors — hot  and  dry  skin — frequent  pulse — 
furred  tongue — severe  pains  in  the  back  and  limbs — headache 
— slight  jaundice — convalescence  with  pain  in  limbs  on  the 
22nd  day.  Second  relapse  on  the  30th  day — rigors — frequent 
pulse — hot  skin — increased  cough — permanent  convalescence 

on  the  35th  day. 

• 

Sarah  S.,  aged  45,  hawker,  never  free  from  cough,  was  suddenly 
seized  on  Friday,  July  8th,  1848,  with  rigors,  chilliness,  frontal 
headache,  and  vertigo ;  her  bowels  at  the  time  were  regular.  The 
rigors  were  repeated  at  intervals  till  she  came  under  observation ; 
she  vomited  on  Friday,  Saturday,  and  Sunday ;  she  took  to  bed  on 
the  Saturday ;  she  had  no  epistaxis. 

On  the  7th  day  she  had  a  hot  and  dry  skin ;  pulse  112;  some 
headache  and  vertigo ;  furred  tongue ;  she  had  passed  two  stools. 
The  cough  from  which  she  suffered  constantly  when  in  ordinary 
health  was  troublesome ;  there  was  mucous  rale  and  frothy  expec- 
toration. 

On  the  12th,  she  was  convalescent. 

She  slept  well  during  the  night  of  the  1 7th  day ,  but  on  the 
morning  of  the  1 8th  day  was  attacked  with  rigors  at  the  time  I 
saw  her. 

Pulse  120;  skin  hot  and  dry;  tongue  moist,  furred;  two 
stools ;  complains  much  of  pain  in  the  back. 

On  the  19th  day  the  pulse  was  130 ;  the  pain  in  the  back  and 
limbs  unabated  in  severity  ;  the  tongue  moist  and  white  ;  she  had 
passed  three  stools. 

She  perspired  on  the  night  of  the  20th  day,  but  on  the  21st 
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day  the  symptoms  were  as  on  the  19th  day.  She  had  passed 
a  restless  night,  and  I  found  her  with  pulse  120.  Skin  hot  and 
dry;  considerable  headache.  Tongue  white  and  moist;  nausea, 
and  a  little  tenderness  at  the  epigastrium.  The  skin  was  now 
faintly  yellow.  She  sweated  freely  during  the  night,  and  on 
the  morning  of  the  22nd  day,  I  found  her  free  from  headache; 
pulse  9  6  ;  skin  cool ;  a  little  appetite ;  tongue  moist,  furred  in  the 
centre  only. 

23rd  day,  pulse  84;  complains  much  of  pains  in  the  limbs. 
In  two  or  three  days  she  was  again  pretty  well ;  but  on  the 
30th  day  of  disease  she  was  again  seized  with  rigors,  and  on  the 
31st  day  I  noted: — Pulse  120;  skin  hot.  Slept  but  little  last 
night.  Cough  troublesome ;  some  sonorous  rale ;  sputa  frothy, 
rather  tenacious.  Tongue  moist  and  white ;  two  stools. 

During  the  five  subsequent  days  the  pulse  ranged  from  130  to 
104.  The  cough  continued  very  troublesome,  and  on  the  33rd 
day  had,  at  one  point,  a  slightly  rusty  aspect.  On  the  35th  day, 
the  sputa  were  muco-purulent,  and  on  the  38th  day  she  was  well ; 
cool  skin,  quiet  pulse,  moist  and  clean  tongue,  and  good  appetite. 
A  little  cough  remained. 

The  disease  in  Sarah  S.  deviated  little  from  its  ordinary 
course ;  convalescence  was  rather  tardy  in  being  established. 
Six  days  subsequent  to  the  date  when  she  was  considered  to 
be  convalescent  she  relapsed.  The  pulse  on  the  second  day 
of  the  relapse  was  130,  offering  another  example  of  the  little 
value  of  a  rapid  pulse  as  a  ground  of  prognosis  in  the  disease 
under  which  Sarah  S.  laboured.  The  second  relapse,  like 
the  first,  was  accompanied  by  very  frequent  pulse.  Primary 
bronchitis,  with  a  pulse  of  130  on  the  third  day,  would  not 
have  terminated  as  the  second  relapse  did  in  the  case  under 
consideration  on  the  7th  day.  In  the  first  relapse  this  woman 
was  slightly  jaundiced — a  symptom  of  considerable  diagnos- 
tic value. 

§  15.    DEATH    SUBSEQUENTLY   TO    THE    TERMINATION 
OF    THE    RELAPSE. 

CASE  LIV. — In  a  man  aged  32  years — rigors — headache 
— pain  in  the  limbs — vertigo — furred  tongue — anorexia — 
rapid  pulse — hot  and  dry  skin — convalescence  on  the  llth 
day  of  disease. 

Relapse  on  the  IQth  day  of  disease — rigors — rapid  pulse — 
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loss  of  appetite — hot  skin — vomiting — convalescence  on  the 
22nd  day — erysipelas  of  the  head  and  face  on  the  35th  day — 
death  on  the  47th  day  of  disease.  After  death,  a  clot  in  the 
cavity  of  the  arachnoid — slight  opacity  of  the  arachnoid — 
serosity  beneath  mucous  membrane  of  epiglottis  and  adjacent 
parts — large  firm  spleen — mucous  membrane  of  caecum  and 
colon  thickened  and  grey — liver  tough,  dark,  and  coarse  in 
texture — other  organs  healthy. 

Alexander  M'D.,  aged  32,  of  temperate  habits,  a  ship  steward, 
was  admitted  into  the  London  Fever  Hospital,  June  17th,  1848, 
under  the  care  of  Dr.  Southwood  Smith.  He  stated  that,  after 
having  slept  out  in  the  rain  during  the  night  of  Monday,  June  the 
1 2th,  he  was  seized  on  the  following  day  with  rigors  and  headache. 
On  "Wednesday  he  suffered  from  pain  in  the  back  and  limbs.  His 
bowels  at  this  time  were  regular.  He  took  to  his  bed  on  Thurs- 
day, i.e.  the  third  day  of  illness. 

About  two  years  before  his  present  attack  he  had,  while  at 
Calcutta  and  Madras,  dysentery,  followed  by  liver  complaint  and 
dropsy. 

On  the  18th  June,  i.e.  the  7th  day  of  disease,  the  following 
notes  were  made  : — '  Slept  at  intervals  during  the  night ;  sleep 
disturbed  by  dreams.  Some  headache ;  vertigo  on  assuming  the 
erect  position ;  mind  and  special  senses  normal ;  muscular  powers 
little  impaired  ;  tongue  furred,  dry  in  the  centre  ;  much  thirst ;  no 
appetite;  two  stools;  slight  tenderness  of  abdomen.  Pulse  120; 
occasional  cough  ;  expectorates  a  little  greyish  frothy  mucus.  No 
pain  in  the  chest ;  skin  hot  and  dry  ;  no  spots. 

Mist,  salin.  eff.  Hydr.  c.  creta,  gr.  ij  ;  pulv.  ipecac,  co.,  gr.  vj., 
M.  h.s.s. 

Alexander  M'D.  continued  to  improve  daily  till  the  23rd  of 
June,  i.e.  the  llth  day  of  illness,  when  his  pulse  was  only  78,  and 
appeared  convalescent. 

No  further  note  was  made  till  the  1 6th  day,  when  he  was 
attacked  with  rigors,  followed  by  heat  of  skin,  quick  pulse,  and 
loss  of  appetite. 

On  the  18th  day  the  skin  was  hot,  the  pulse  108,  and  there 
was  occasional  vomiting. 

By  the  22nd  day  his  pulse  had  fallen  to  84,  his  appetite  had 
returned,  and  he  was  again  noted  to  be  convalescent. 

On  the  35th  day  he  was  attacked  with  erysipelas  of  the  head 
and  face.  He  died  on  the  29th  of  July,  i.e.  the  47th  day  from  the 
commencement  of  his  illness,  and  the  25th  after  convalescence 
from  the  relapse. 
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The  body  was  examined  6^  hours  after  death,  the  weather 
being  temperate. 

There  was  no  rigor  mortis.  The  integuments  of  the  head,  neck, 
and  face  were  pale.  A  considerable  amount  of  serosity  was  found 
in  the  subcutaneous  cellular  tissue  of  the  same  parts,  but  no  trace 
of  pus. 

Head. — A  little  red  serosity  escaped  from  the  cavity  of  the 
arachnoid.  On  dividing  the  dura  mater  a  delicate  film  of  coagu- 
lated blood  lay  on  the  surface  of  the  arachnoid,  covering-the  convex 
surface  of  the  left  hemisphere.  Firm,  old  adhesions  united  the  two 
layers  of  the  arachnoid  in  the  vicinity  of  the  longitudinal  fissure. 
The  arachnoid  itself  was  slightly  opaque.  There  was  no  abnormal 
vascularity  of  the  pia  mater.  A  little  colourless  transparent 
serosity  was  found  in  the  ventricles.  The  substance  of  the  ence- 
phalon  was  firm,  as  in  health. 

Pharynx. — Its  mucous  membrane  was  pale  and  considerably 
elevated  by  a  quantity  of  transparent  yellow  serosity,  which  occu- 
pied the  meshes  of  the  sub-mucous  cellular  tissue.  Much  similar 
fluid  was  found  in  the  sub-mucous  tissue  at  the  base  of  the 
epiglottis. 

Larynx. — The  epiglottis  itself,  the  arytseno-epiglottidean  folds, 
and  chordce  vocales  were  much  thicker  than  natural ;  the  rima 
glottidis  was  a  mere  chink.  The  mucous  membrane  between  the 
epiglottis  and  the  chordce  vocales  was  finely  injected.  A  large 
amount  of  yellow  serosity  was  found  beneath  the  mucous  membrane 
of  the  whole  larynx. 

The  right  and  left  lungs  weighed  respectively  15  and  12|  ozs. ; 
they  were  perfectly  healthy  in  appearance. 

Several  of  the  bronchial  glands  had  passed  into  a  state  resem- 
bling dry  mortar. 

A  few  old  adhesions  united  the  pulmonary  and  costal  pleura  on 
either  side. 

The  pericardium  contained  about  \  ozs.  of  transparent  yellow 
serosity. 

The  heart  weighed  9|  ozs. ;  its  substance  and  valves  were 
healthy  in  all  particulars.  A  large  firm  clot  was  found  in  the 
right  auricle  and  ventricle.  A  smaller  clot  on  the  left  side. 

The  liver  weighed  2  Ib.  5^  ozs.  It  was  dark  in  hue,  abnormally 
tough.  The  lobules  seemed  large  and  the  texture  of  the  organ 
coarse. 

The  gall  bladder  contained  a  moderate  amount  of  dark,  thick, 
orange- coloured  bile. 

The  spleen  weighed  24  J  ozs.,  and  was  adherent  on  all  sides. 
The  adhesions  were  old  and  firm.  The  substance  of  the  organ  was 
pale,  and  broke  down  with  difficulty.  The  capsule  was  considerably 
thickened,  especially  about  the  centre  of  its  convex  surface. 

2  A 
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The  pancreas  weighed  3  J  ozs. ;  it  was  pale  and  firm ;  apparently 
healthy. 

The  right  kidney  weighed  6^  ozs.1  Its  capsule  was  thin,  and 
separated  with  facility.  On  section  the  substance  of  the  organ  was 
dark  in  hue,  but  perfectly  healthy  in  structure.  There  was  no 
abnormal  vascularity  of  the  lining  membrane  of  the  pelvis. 

The  left  kidney  weighed  6f  ozs.  In  other  particulars  it 
resembled  the  right. 

The  urinary  bladder  was  distended,  its  lining  membrane  pale, 
and  in  every  respect  normal. 

The  oesophagus  was  healthy  in  appearance ;  its  mucous  membrane 
had  a  purplish-violet  hue  inferiorly. 

The  stomach  was  contracted ;  very  rugose.  Its  mucous  mem- 
brane was  mammillated  throughout  its  whole  extent.  It  was 
normal  in  consistence. 

The  small  intestines  were  healthy  in  all  particulars. 

The  mucous  membrane  of  the  ccecum  was  of  slate  colour ;  the 
ascending  and  transverse  colon  of  a  palish  grey.  The  solitary 
glands  were  visible  throughout,  whiter  than  the  surrounding  mem- 
brane, each  gland  surrounded  by  a  dark  margin,  and  having  a  dark 
grey  central  point. 

The  mucous  membrane  of  the  large  intestines  generally  was  rather 
softer,  and  slightly  thicker  than  natural. 

This  was  a  well-marked  case  of  relapsing  fever  in  a  man 
aged  32  years.  Vomiting  was  a  prominent  symptom  in  this, 
as  in  several  of  the  previous  cases.  Although  vomiting  may 
and  does  occasionally  occur  in  the  course  of  both  typhus  and 
typhoid  fevers,  yet,  compared  with  its  frequency  at  the  outset 
of  the  first  attack  of  relapsing  fever,  and  during  the  relapse, 
it  is  rare  in  the  two  former  diseases.  The  erysipelas,  from 
which  the  man  died,  commenced  thirteen  days  after  the  ter- 
mination of  the  relapse,  and  was  probably  in  no  way  depen- 
dent for  its  origin  on  his  previous  state.  There  was  no  trace 
of  disease  of  Peyer's  patches,  that  is  to  say,  the  anatomical 
character  of  typhoid  fever  was  absent ;  in  fact,  the  case  is  here 
adduced  to  show  that  in  mild  cases  of  relapsing  fever  no 
serious  lesion  of  the  viscera  is  discoverable  after  death.  The 
only  structural  change  which  could  be  referred  to  the  pre- 
ceding attack  of  relapsing  fever  was  the  large  size  of  the 
spleen,  and  even  that  I  think  may  with  greater  probability  be 

1  On  this,  as  on  other  occasions,  the  kidneys  were  weighed  without  their 
capsules. 
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considered  to  have  been  partly  due  to  old  disease  and  partly 
to  the  erysipelas,  as  a  consequence  or  accompaniment.  In 
the  acute  febrile  specific  diseases  generally,  of  which  erysipelas 
is  one,  there  is  a  tendency  to  enlargement  of  the  spleen. 
The  importance  of  this  fact  pathologically  has  not,  it  appears 
to  me,  been  sufficiently  dwelt  on  by  writers.  The  circum- 
stances which  determine  this  enlargement,  and  the  laws 
which  regulate  it,  are  within  the  legitimate  scope  of  patho- 
logical research.  Louis'  reasoning  on  his  own  observations, 
in  one  of  these  diseases,  appears  to  warrant  the  conclusion, 
that  the  softening  and  increase  in  size  are  not  the  consequence 
of  inflammatory  action.  As  is  common,  if  not  constant,  in 
erysipelas  of  the  head  and  face,  the  fauces  and,  by  continuity 
in  this  case,  the  larynx  also  became  affected  with  erysipe- 
latous  inflammation.  The  tendency  of  that  variety  of 
inflammation  to  induce  effusion  of  serosity,  an  event  of  no 
moment  in  the  subcutaneous  tissue,  is,  in  this  situation,  a 
cause  of  death. 

The  grey  hue,  and  thickened  state  of  the  mucous  mem- 
brane of  the  large  intestines,  studded  with  the  abnormally 
visible  solitary  glands ;  the  tough  and  coarse-grained  condi- 
tion of  the  liver,  and  the  old  disease  of  the  spleen,  i.e.  its 
thickened  capsule  and  trabeculae,  and  firm,  pale  adhesions, 
were  doubtless  the  remains  of  the  '  dysentery  and  liver  com- 
plaint '  from  which  Alexander  M'D.  had  suffered  at  Calcutta 
two  years  before  his  entrance  into  the  hospital. 

§  16.    SUDDEN    COLLAPSE. 

Relapsing  fever  occasionally  terminates  in  sudden  col- 
lapse— this  may  occur  during  the  primary  or  secondary 
attack.  Death,  under  these  circumstances,  takes  place  with 
fearful  rapidity.  Between  such  cases  and  some  detailed  in 
these  papers  there  is  as  much  apparent  difference  as  there  is 
between  English  and  Asiatic  cholera. 
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§  17.    DEATH   DURING   THE   PRIMARY   ATTACK. 

CASE  LV. — In  a  female  aged  15  years — rigors— headache 
— pain  in  the  limbs — nausea — vomiting — furred  tongue — 
quick  pulse — slight  cough— sleeplessness — delirium — epi- 
staxis — somnolence — death  on  the  12th  day  of  disease. 

Thirty  hours  after  death. — Moderate  cadaveric  rigidity — 
large  liver — large  spleen — other  organs  healthy. 

Ellen  F.,  aged  15  years,  a  female  servant,  was  admitted  into 
the  London  Fever  Hospital,  May  llth,  1847,  under  the  care  of 
Dr.  Tweedie.  On  Thursday,  May  6th,  she  was  seized  with  rigors, 
headache,  pain  in  the  back  and  limbs,  nausea,  and  vomiting ;  her 
bowels  were  regular  at  that  time. 

May  12th,  i.e.  1th  day  of  disease.1 — Complains  of  headache; 
slept  well  last  night ;  mind  natural ;  tongue  coated  in  the  centre, 
red  at  the  tip  and  centre ;  two  stools ;  no  appetite ;  some  thirst ; 
no  tenderness  of  abdomen  ;  pulse  112.  Some  cough  and  mucous 
expectoration ;  a  little  sibilous  rale ;  no  abnormal  dulness  of 
thorax ;  skin  warm,  free  from  spots. 

A  blister  was  applied  to  the  chest,  and  a  mixture  containing  a 
small  quantity  of  tartar  emetic  ordered. 

On  the  8th  day  of  disease  I  noticed  that  she  had  had  no  sleep 
the  preceding  night;  had  been  and  was  still  delirious;  had 
repeatedly  attempted  to  leave  her  bed,  for  the  purpose  of  wander- 
ing about  the  ward ;  the  headache  was  gone ;  profuse  epistaxis 
had  occurred  subsequently  to  the  visit  on  the  7th  day,  and  again 
on  the  8th  day  ;  in  all  about  l£  pints  of  blood  had  been  lost.  She 
had  passed  three  stools.  Cold  was  applied  to  the  head. 

On  the  Sth  day  of  disease  she  was  asleep  when  I  visited  the 
ward.  She  was  reported  to  have  passed  a  quiet  night,  and  to  have 
had  three  stools. 

On  the  1  Oth  day  of  disease  I  noted,  '  Slept  but  little  last  night ; 
complains  of  sense  of  prostration ;  mind  wanders  occasionally ;  is 
at  present  perfectly  conscious  of  everything  around;  pulse  120; 
cough  and  abnormal  physical  chest  signs  trifling ;  tongue  covered 
with  dry  fur  ;  three  stools  in  bed. 

llth  day. — Expression  dull;  sleeps  much  and  heavily;  con- 
scious when  aroused;  pulse  136;  three  stools;  one  of  them  in 
bed ;  no  spots. 

A  blister  was  applied  to  the  forehead.  4  ozs.  of  wine  ordered 
to  be  given  in  divided  doses  during  the  succeeding  24  hours,  and 
a  draught,  with  carbonate  of  ammonia,  every  4  hours. 

1  The  note  on  this  day  was  made  by  my  friend  Dr.  Sankey. 
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On  the  following  morning  she  died. 

The  body  of  Ellen  F.  was  examined  thirty  hours  after  death, 
the  weather  being  temperate  and  dry. 

The  body  was  well  made ;  the  cadaveric  rigidity  moderate  in 
amount ;  there  was  no  appearance  of  decomposition.  A  layer  of 
fat  about  1  in.  in  thickness  covered  the  abdominal  muscles. 

Head. — There  was  no  abnormal  injection  of  the  pia  mater ;  no 
excess  of  serosity  beneath  the  arachnoid;  the  red  points  in  the 
substance  of  the  brain  were  not  more  numerous  than  usual.  About 
1  drachm  only  of  serosity  was  found  in  the  ventricles  of  the  brain. 
The  fornix  and  septum  lucidum  were  of  normal  consistence  ;  the 
velum  interpositum  transparent.  In  fact,  the  meninges  and  sub- 
stance of  the  cerebrum  and  cerebellum  were  in  all  particulars 
perfectly  healthy. 

The  pericardium  contained  a  little  yellow  serosity.  It  was 
natural  in  all  respects. 

The  heart  pale,  soft,  and  flabby,  was  in  other  points  normal:  it 
weighed  8|  ozs.,  a  fibrinous  clot  stained  purplish  was  found  in  the 
right  auricle,  ventricle,  and  pulmonary  artery.  There  were  no 
adhesions  of,  and  no  fluid  in,  either  pleura. 

The  lungs  were  crepitant  throughout,  slightly  darker  posteriorly 
than  anteriorly;  the  right  weighed  19  ozs.,  the  left  15  ozs.  They 
were  quite  healthy  in  appearance. 

The  bronchial  mucous  membrane  was  somewhat  redder  than 
natural,  but  of  normal  consistence. 

The  bronchial  glands  healthy  in  aspect. 

The  peritoneum  was  healthy  in  all  respects. 

The  liver  weighed  4  Ibs.  2  ozs.,  i.e.  66  ozs. ;  generally  pale  ;  the 
congestion  of  the  separate  lobules  was  hepatic.  The  liver  cells, 
examined  by  the  aid  of  the  microscope,  appeared  healthy. 

The  gall  bladder  contained  a  considerable  quantity  of  thin, 
golden-yellow  bile.  Its  lining  membrane  was  healthy. 

The  spleen  was  large  ;  it  weighed  12  ozs.,  and  was  somewhat 
firmer  than  ordinary. 

The  pancreas  was  flabby  ;  it  weighed  2f  ozs. 

The  kidneys  were  pale  and  flabby,  but  in  other  respects 
normal. 

The  uterus  was  healthy ;  the  ovaries  contained  several  small 
cysts  filled  with  transparent  serosity. 

In  the  stomach  was  a  little  gruelly-looking  fluid.  The  consis- 
tence of  the  mucous  membrane  of  the  organ  was  natural ;  it  was 
mammillated  in  the  vicinity  of  the  pylorus.  The  large  .vessels  in 
the  cardiac  three-fourths  were  particularly  large  and  distinct. 

The  mucous  membrane  of  the  duodenum  was  somewhat  greyish 
in  hue. 

The  jejunum  and  ileum  were  normal  in  colour,  consistence,  and 
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thickness.  There  was  no  thickening  nor  trace  of  disease  of  any 
kind  of  Peyer's  patches.  The  solitary  glands  at  the  lower  part  of 
ileum  were  distinct,  but  not  morbidly  so. 

In  the  large  intestine  the  solitary  glands  were  somewhat  more 
distinct  than  ordinary ;  the  mucous  membrane  generally  seemed 
healthy  in  all  particulars. 

At  the  time  Ellen  F.  entered  the  hospital,  relapsing  fever 
was  epidemic  ;  she  presented  all  the  symptoms  of  the  primary 
attack  of  that  disease.  Vomiting  occurred  at  the  outset; 
epistaxis  on  the  7th  and  8th  days,  i.e.  at  a  time  when  it  often 
appears  critical.  The  bronchitis  present  on  the  girl's  entrance 
into  the  hospital  was  trifling  in  amount.  There  was  no  trace 
of  the  mulberry  rash  of  typhus,  nor  of  the  rose  spots  of 
typhoid  fever. 

The  large  spleen  and  liver,  the  absence  of  cerebral  and 
pulmonary  congestion,  and  the  generally  healthy  condition  of 
the  other  organs,  i.e.  taken  in  conjunction  with  the  symptoms, 
rendered  the  nature  of  the  disease  of  which  Ellen  F.  died 
unquestionable. 

The  frequency  with  which  nasal  hemorrhage  occurs  in 
several  of  the  acute  specific  blood  diseases,  and  the  large  size 
of  the  spleen  in  a  large  number  of  cases  of  the  same  affections, 
are  facts  of  considerable  interest — whether  they  are  in  any 
way  related,  and,  if  so,  the  relation  that  they  bear  to  each 
other,  is  worthy  of  investigation. 

§  18.    DELIRIUM  OCCASIONALLY  THE  MOST  PROMINENT 
SYMPTOM  IN  THE  RELAPSE. 

CASE  LVI. — James  S.,  aged  30,  was  admitted  into  the  London 
Fever  Hospital,  November  6th,  1846,  under  the  care  of  Dr.  South- 
wood  Smith ;  he  had  been  ill  four  days. 

His  pulse  on  admission  was  104;  the  skin  hot  and  dry; 
diarrhoea,  which  seemed  critical,  occurred  on  the  7th  day ;  and  on 
the  8th  his  pulse  was  only  60,  his  skin  was  cool,  and  he  appeared 
convalescent. 

James  S.  continued  well  till  the  16th  day,  when  he  was  sud- 
denly attacked  with  vomiting,  and  in  the  night  became  delirious, 
ran  about  the  ward,  endeavoured  to  turn  other  patients  out  of 
their  beds,  announced  in  loud  terms  that  he  was  a  member  of  the 
swell-mob,  and,  in  proof,  attempted  to  abstract  the.  watch  of  one 
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of  his  medical  attendants.  On  the  following  day,  although  his 
manner  was  still  agitated,  his  pulse  was  only  74.  He  was  not 
permanently  convalescent  till  about  the  21st  day  from  the  outset 
of  the  illness. 

§  19.    RELAPSING   FEVER   IN    1850. 

The  larger  number  of  the  cases  of  relapsing  fever  narrated 
in  these  papers  were  collected  in  1847,  when  that  disease  was 
epidemic.  However,  I  have  already  given  the  histories  of 
three  cases,  which  occurred  in  1846,  1848,  and  1849  respec- 
tively. I  shall  now  subjoin  the  cases  of  two  boys  and  their 
father,  admitted  into  the  hospital  in  1850,  to  show  that, 
although  this  affection  was  more  common  in  1847  than  at 
present,1  it  retains  to-day  all  its  characteristic  features  un- 
changed. 

CASE  LVII. — In  a  boy  aged  8  years — sudden  illness — 
headache — frequent  pulse — furred  tongue — convalescence  on 
the  7th  or  8th  day. 

Relapse  on  the  I4>th  day  of  disease — headache — frequent 
pulse — hot  skin — vomiting — confined  bowels — permanent 
convalescence  on  the  17th  day  of  disease — accompanied  for 
some  days  by  an  irregular  pulse. 

Eobert  N".,  aged  8,  a  pale,  thin  child,  was  admitted  into  the 
London  Fever  Hospital,  September  25th,  1850,  under  the  care  of 
Dr.  Tweedie.  Two  years  since  he  had  '  the  fever ; '  all  the  family 
had  it  at  the  same  time. 

On  the  Saturday  preceding  his  admission,  September  21st,  after 
going  to  his  bed,  he  was  seized  with  headache,  and  did  not  leave 
his  bed  after  ;  he  took  some  senna  tea,  which  acted  freely  the  next 
day. 

On  September  25th,  i.e.  5th  day  of  disease,  I  noted  as  follows: — 
'  Expression  natural ;  mind  normal ;  conjunctivse  pale ;  pupils 
natural ;  is  unable  to  walk  without  aid ;  tongue  moist,  furred  ;  no 
stool  to-day ;  no  abnormal  fulness,  resonance,  nor  gurgling  of 
abdomen;  no  tenderness  of  the  same;  pulse  120;  no  cough;  no 
abnormal  physical  chest  signs  ;  skin  cool ;  no  mulberry  rash ;  no 
rose  spots  ;  numerous  small  crimson  spots  on  thorax  and  abdomen, 
unaffected  by  pressure  (flea-bites  1). 

i  This  was  written  in  November  1850  ;  and  it  was  further  pointed  out,  that 
during  the  month  of  October,  several  cases  of  relapsing  fever  were  admitted 
into  the  hospital. 
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01.  ricini.  gij. 

6th  day. — Pulse  90  ;  skin  cool ;  sleeps  well ;  tongue  moist, 
clean ;  two  stools. 

7th  day. — Pulse  80  ;  feels  well ;  no  appetite;  three  stools. 

9th  day. — Pulse  72  ;  appetite  good  ;  one  stool. 

On  the  1 4th  day  of  disease  I  noted,  '  Early  this  morning  he 
awoke  one  of  the  patients,  crying  with  headache.  He  was  quite 
well  when  he  went  to  bed.  The  nurse  saw  him  at  11  P.M. ;  she 
paid  especial  attention  to  him,  because  relapse  was  anticipated.' 

At  the  time  of  the  visit :  Pulse  1 24  ;  skin  hot ;  face  flushed  ; 
tongue  moist,  very  slightly  furred  ;  three  stools  the  last  twenty- 
four  hours  ;  no  vomiting  ;  has  had  no  rigors  and  no  chilliness. 

15th  day. — Pulse  120;  skin  hot,  dry;  sleeps  much  ;  tongue 
moist,  white ;  no  stool  since  yesterday ;  no  abnormal  fulness, 
resonance,  nor  tenderness  of  abdomen. 

01.  ricini,  jij.  st.  sum. 

1 6th  day. — Pulse  112;  skin  warm  and  dry  ;  sleeps  well ;  no 
headache ;  no  delirium  ;  vomited  twice  last  evening ;  tongue  moist, 
white ;  no  stool. 

17th  day. — Pulse  64;  skin  cool ;  no  sweating  ;  tongue  moist, 
white ;  vomited  once  yesterday  after  the  visit. 

Hyd.  chlorid.  gr.  ij. ;  pulv.  scammon.  gr.  vi.,  M.  st.  sum. 

18th  day. — Pulse  56  ;  skin  cool ;  two  solid  stools  ;  appetite 
good. 

19th  day. — Pulse  60,  irregular  in  frequency;  no  stool;  tongue 
moist,  white. 

20th  day. — Pulse  54 ;  tongue  moist,  clean  ;  one  stool ;  good 
appetite. 

22nd  day. — Pulse  54,  irregular  in  frequency;  no  stool;  appe- 
tite good ;  well. 

The  sudden  rise  in  the  pulse,  at  the  outset  of  the  relapse, 
to  124,  and  its  sudden  fall  from  112  on  the  16th  day  to  64  on 
17th  day,  is  worthy  of  note.  No  critical  discharge  appears  to 
have  marked  either  the  termination  of  the  primary  attack  or 
of  the  relapse.  Irregularity  in  the  frequency  of  the  pulse  at 
the  termination  of  the  relapse  is  occasionally  observed ;  I  do 
not  remember,  however,  another  case  in  which  it  occurred  in 
a  very  young  subject. 

CASE  LVIII. — In  a  lad  aged  17  years,  sudden  illness — 
slight  headache — sense  of  weakness — frequent  pulse — nausea 
— tenderness  of  epigastrium — vomiting  of  green  fluid — slight 
jaundice — convalescence  8th  day. 
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Relapse  on  the  16th  day — hot  and  dry  skin — frequent 
pulse — slightly  furred  tongue — vomiting  of  yellow  fluid — 
permanent  convalescence  on  the  19th  day. 

James  N.,  aged  17,  a  hawker,  thin  and  fair,  the  brother  of 
Eobert  N.,  had  '  the  fever '  at  the  same  time  with  the  other 
members  of  his  family,  i.e.  two  years  since.  Admitted  into  the 
London  Fever  Hospital  September  25th,  1850,  under  the  care  of 
Dr.  Tweedie.  On  the  Saturday  preceding  his  admission,  bowels 
confined  at  the  time  of  attack. 

On  September  25th,  i.e.  the  5th  day  of  disease,  I  noted : — 
'  Expression  natural,  conjunctive  pale,  pupils  normal ;  no  mental 
aberration  ;  slight  headache  (at  vertex)  ;  feels  very  weak,  but  is  able 
to  walk  with  a  little  aid ;  tongue  moist,  furred,  white  ;  no  stool  for 
twenty-four  hours ;  no  appetite  ;  some  thirst ;  pulse  9  6  ;  no  cough  ; 
no  abnormal  physical  chest  signs ;  skin  cool ;  no  mulberry  rash, 
no  rose  spots  ;  no  crimson  spots  (flea-bites)  i.e.  such  as  seen  on  his 
brother  Robert  N.,'  Case  LVII.  01.  ricini,  jij.  st.  s. 

6th  day. — Pulse  100;  skin  rather  hot;  slept  well;  frontal 
headache ;  tongue  the  same  ;  nausea ;  some  tenderness  at  epigas- 
trium ;  three  stools. 

7th  day. — Pulse  72  ;  skin  cool;  no  spots;  no  sweating  ;  con- 
junctive rather  yellow  ;  complexion  sallow  ;  vomited  some  green 
fluid  several  times  during  the  night ;  slight  tenderness  of  the 
epigastrium  ;  two  watery  stools  ;  appetite  returning. 

8th  day. — Pulse  66  ;  no  vomiting;  appetite  trifling;  no  stool; 
tongue  cleaning. 

9th  day. — Pulse  56  ;  skin  cool ;  no  sweating;  faint sallowness 
of  conjunctive  ;  tongue  moist ;  still  slightly  furred ;  two  stools ; 
no  appetite. 

10th  day. — Pulse  70;  skin  natural;  no  sweating;  tongue 
moist,  clean ;  no  stool  for  twenty- four  hours.  01.  ricini,  gij. 
mane  sum. 

llth  day. — Pulse  96  ;  four  stools;  appetite  returning. 

12th  day. — Pulse  60;  skin  natural;  tongue  clean;  appetite 
good ;  no  stool. 

13th  day. — Pulse  60;  two  stools. 

15th  day. — Pulse  52  ;  tongue  clean,  and  otherwise  as  before. 

1 6th  day. — Pulse  9  6  ;  skin  hot  and  dry ;  slept  well ;  tongue 
moist,  slightly  furred  ;  appetite  good ;  no  spots  of  any  kind  on  the 
skin.  01.  ricini,  gij.,  st.  sum. 

17th  day. — Pulse  84;  skin  rather  hot;  tongue  same;  one 
stool ;  appetite  good. 

18th  day. — Pulse  108;  skin  hot  and  dry;  tongue  the  same; 
no  stool.  01.  ricini,  giij.,  st.  sum. 
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19th  day. — Pulse  64;.  skin  natural;  slept  but  little;  vomited 
three  times  yesterday  much  yellow  fluid,  before  the  oil  was 
administered  ;  tongue  moist,  white,  thickly  furred  ;  four  stools. 

20th  day. — Pulse  54;  slept  well;  tongue  cleaner;  no  vomit- 
ing ;  two  stools. 

22nd  day. — Pulse  54;  skin  natural;  no  stool;  tongue  clean; 
appetite  good  ;  no  vomiting. 

The  pulse  fell  between  the  6th  and  7th  days  twenty-eight 
beats;  between  the  15th  and  16th  days  it  rose  forty-four 
beats.  Had  this  case  not  been  watched  carefully  the  relapse 
might  not  have  been  observed  till  the  18th  day ;  at  that  time, 
a  pulse  of  108,  hot  and  dry  skin,  and  repeated  vomiting  of 
yellow  fluid,  would  have  fixed  the  attention  of  the  most  in- 
attentive. On  the  following  day  the  pulse  had  fallen  to  64, 
i.e.  forty-four  beats ;  and  on  the  20th  day,  the  frequency 
of  the  heart's  action  was  only  half  that  it  presented  on  the 
18th  day. 

Trifling  jaundice,  i.e.  sallowness  of  the  skin,  and  a  more 
decidedly  yellow  hue  of  the  conjunctives,  were  observed  on 
the  7th  day  of  disease. 

This  boy  presented  no  trace  of  those  little  crimson  spots, 
the  exact  nature  of  which  is  yet  matter  for  inquiry. 

Who  can  doubt  that  if  this  lad  had  been  bled,  or  that  if 
any  favourite  specific  had  been  administered  to  him  on  either 
the  7th  or  18th  days  of  disease,  that  the  marked  diminution 
in  the  frequency  of  the  pulse,  and  the  general  improvement 
on  the  8th  and  19th  days,  would  have  been  attributed  to 
the  remedies  employed.  Oh,  the  pitfalls  that  everywhere 
lie  hidden  for  the  therapeutist !  Surely  he  need  keep  fast 
hold  on  the  thread  of  rigid  induction. 

CASE  LIX. — In  a  man,  aged  41 — nausea — loss  of  appetite 
— rigors — chilliness — vomiting  of  yellow  fluid — headache — 
skin  sallow — conjunctives  yellow — furred  tongue — enlarged 
spleen — convalescence  by  the  8th  day. 

Relapse  on  the  16th  day  of  disease — pain  in  the  limbs — 
hot  skin — white  tongue — nausea — retching — profuse  sweat- 
ing— miliary  vesicles — frequent  pulse — permanent  convales- 
cence on  the  20th  day  of  disease. 

James  N.,  aged  41,  a  fair,  thin  man,  of  tolerably  temperate 
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habits  (two  pints  of  porter  daily),  by  trade  a  carman,  was  admitted 
into  the  London  Fever  Hospital,  October  12th,  1850,  under  the 
care  of  Dr.  Tweedie.  He  had  been  residing  at  2  Smith's  Court. 
In  1847,  he  had,  at  the  same  time,  with  other  members  of  his 
family,  an  attack  of  '  the  fever ; '  since  then  he  had  enjoyed  the 
best  of  health. 

On  Sunday,  October  6th,  while  in  the  act  of  sitting  down  to 
take  tea,  he  felt  nausea  ;  lost  his  appetite.  Slept  well  on  Sunday 
night.  On  Monday,  on  first  rising,  he  felt  a  cold  chill  around  his 
loins,  and  general  sense  of  illness.  At  this  time  his  bowels  were 
rather  confined.  He  went  to  work,  and  while  so  engaged  was 
attacked  with  cold  chills  and  rigors.  In  the  evening  he  had  some 
medicine,  after  which  he  vomited  much  yellow  fluid.  On  Monday 
night  he  took  to  his  bed.  From  that  time  till  admission  he 
suffered  from  frontal  headache,  hot  skin,  alternating  with  chills. 

The  following  notes  were  taken . — 

October  13th,  i.e.  the  8th  day  of  disease. — States  that  he  was 
much  worse  the  day  before,  than  on  that  of  his  admission  into  the 
hospital,  and  the  nurse  says  he  was  then  much  worse  than  at  the 
present  time. 

Slept  from  1 2  last  night  till  4  A.M.  ;  mind  clear ;  complexion 
sallow ;  conjunctivse  yellow,  cheeks  slightly  flushed  ;  can  walk  un- 
aided, but  feels  rather  weak ;  tongue  moist,  large  pale,  loaded  pos- 
teriorly ;  no  tenderness  of  epigastrium  ;  no  appetite ;  no  nausea ;  no 
stool  for  three  days ;  splenic  dulness  seven  fingers'  breadths  ver- 
tically ;  no  abnormal  fulness,  resonance,  or  tenderness  of  abdomen. 

Pulse  72,  soft ;  no  cough  ;  no  abnormal  physical  chest  signs. 

Skin  cool,  damp ;  no  mulberry  rash  nor  rose  spots  ;  numerous 
hemorrhagic  points,  purple,  unaffected  by  pressure,  with  well- 
defined  edges  (flea-bites  1). 

01.  ricini,  giij.  st.  s.     Mist.  acid,  sulph. 

14th  October,  i.e.  the  9th  day. — Pulse  72;  skin  natural  tem- 
perature ;  tongue  clean ;  three  stools ;  less  sallowness  ;  no  miliary 
vesicles. 

On  the  17th  October,  i.e.  the  12th  day,  his  appetite  was  good, 
and  on  the  18th  a  note  was  made  that  his  pulse  was  72,  and  his 
bowels  regular.  He  was  now  very  anxious  to  be  allowed  to  get 
up,  as  he  felt  quite  well. 

On  the  19th  October,  i.e.  the  14th  day,  his  bowels  acted,  and 
he  seemed  on  the  following  day  as  well  as  ever ;  he  was  not,  how- 
ever, allowed  to  leave  his  bed.  His  diet  consisted  only  of  beef- 
tea,  bread,  and  rice-pudding. 

At  3  A.M.  on  the  morning  of  the  21st  October,  i.e.  the  16th 
day  of  disease,  he  awoke  with  pain  in  the  legs  and  back,  and  did 
not  sleep  after ;  he  had  neither  rigors  nor  headache  ;  there  was 
some  nausea ;  he  felt  very  hot ;  and  in  the  morning  the  skin  was 
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hot,  the  tongue  white,  arid  he  complained  of  great  sense  of  weak- 
ness. There  was  now  loss  of  appetite,  and  he  kept  his  bed  all 
day ;  he  retched  much  in  the  afternoon,  ejecting,  however,  only  a 
little  white  frothy  fluid. 

At  10|  A.M.  a  dose  of  castor  oil  was  administered;  it  acted 
once  half  an  hour  after  it  was  taken,  and  again  in  the  evening. 
About  5  P.M.  he  broke  out  into  profuse  sweat ;  the  clothes  and 
sheets  were  quite  wet  through.  He  then  slept  from  10  P.M.  till 
near  1  A.M.,  and  after  1  A.M.  felt  quite  comfortable  and  well ;  the 
pains,  he  said,  all  left  him. 

22nd  October,  i.e.  17th  day  of  disease,  8|  A.M. — Pulse  96*; 
skin  warm,  dry ;  a  few  miliary  vesicles  on  groins ;  no  stool  since 
last  evening  ;  no  nausea ;  tongue  white  and  moist,  thickly  furred  ; 
no  pain  in  limbs ;  spleen  5  inches  vertically ;  no  yellowness  of 
skin. 

On  the  23rd  October,  i.e.  the  18th  day  of  disease. — Slept 
none ;  no  delirium  ;  no  local  pain ;  feels  very  low ;  expression 
dull  and  rather  anxious ;  sweated  a  little  last  night ;  no  miliary 
vesicles ;  vomits  everything  he  takes ;  no  green  fluid ;  constant 
nausea ;  belly  soft,  not  tender ;  skin  hot  and  dry ;  no  stool ;  leaves 
bed  unaided  with  difficulty.  A  saline  aperient  draught,  some 
saline  effervescing  draught;  a  simple  enema,  and  a  mustard 
poultice  to  the  pit  of  the  stomach  were  prescribed. 

On  the  19th  day. — Pulse  96;  passed  a  restless  night;  slept 
about  one  hour ;  says  he  sweated  about  the  head  last  night,  not 
elsewhere ;  tongue  moist,  loaded ;  seven  stools,  watery  (after 
draught).  Vomited  occasionally  until  this  morning ;  no  vomiting 
to-day.  The  mustard  poultice  has  left  a  deep  stain,  studded  with 
dark  crimson  points,  unaffected  by  pressure. 

25th  October,  i.e.  the  20th  day  of  disease. — Pulse  84 ;  no 
local  pain  ;  slept  well ;  feels  nearly  well ;  no  vomiting ;  tongue 
clean ;  one  stool ;  sweated  last  evening  for  an  hour  about  head  and 
face  ;  spleen  2£  fingers'  breadth. 

On  the  21st  day  he  was  regarded  as  convalescent. 

This  man,  James  N.,  was  father  to  the  two  boys,  Robert 
and  James  K,  i.e.  the  two  immediately  preceding  cases.  Like 
his  two  sons,  James  N.  had  relapsing  fever;  all  three  had 
probably  been  exposed  to  the  same  cause,  and  all  three  had 
the  same  disease, — the  father  subsequently  to  the  sons. 
Moreover,  a  man,  who  removed  the  children  to  the  work- 
house before  they  were  sent  to  the  hospital  was,  at  a  later 
period,  admitted  into  the  latter,  labouring  under  the  same 
disease  as  James  N.  and  his  sons.  This  man  did  not  reside 


CASES  OBSERVED  IN  1850  381 

in  the  house  of  the  N.'s ;  but  he  lived  in  the  same  court — 
one  of  the  London  Fever  Preserves. 

With  reference  to  James  N.,  father,  he  was  evidently  just 
convalescent  from  the  primary  attack  when  I  saw  him  on 
the  8th  day  of  the  disease.  He  was  exceedingly  ill  for  two 
days  during  the  relapse,  certainly  worse  than  the  notes 
appear  to  represent  him.  James  N.,  sen.,  was  kept  in  bed 
after  the  9th  day  of  disease,  simply  because  I  was  anxious 
that  no  cause,  such  as  exposure,  error  in  diet,  etc.,  should 
interfere  with  the  natural  course  of  the  disease.  In  spite, 
however,  of  every  precaution,  he  relapsed.  The  disease 
ran  precisely  the  same  course  in  the  father  and  the  elder 
son;  they  were  both  convalescent  from  the  first  attack  on 
the  8th  day  of  disease;  both  relapsed  on  the  16th  day;  and 
in  both  permanent  convalescence  was  established  on  the  19th 
or  20th  days.  Both,  also,  it  is  worthy  of  note,  were  slightly 
jaundiced  towards  the  termination  of  the  primary  attack.  In 
the  younger  child  primary  convalescence  was  noted  on  the 
7th  or  8th  day ;  relapse  occurred  a  little  earlier  than  in  the 
father  and  elder  brother,  i.e.  on  the  14th  day  instead  of  the 
16th  day  ;  and  permanent  convalescence  was  established  by 
the  17th  day,  instead,  as  in  their  cases,  by  the  19th  or  20th 
day. 

Cases  such  as  these  (and  I  have  seen  very  many  similar 
during  the  last  two  months) l  must,  I  think,  satisfy  the 
sceptical  of  the  existence  of  relapsing  fever  as  a  disease  dis- 
tinct from  typhoid  or  typhus  fever. 

James  N.,  and  his  two  sons,  had  fever  two  years  before 
their  present  illness.  The  species  of  fever  from  which  they 
suffered  at  that  time  could  not,  of  course,  be  ascertained.  It 
is  clear,  from  the  evidence  of  others,  that  relapsing  fever  not 
unfrequently  affects  the  same  individual  a  second  time,  and 
that  sometimes  even  within  a  few  months  after  the  termina- 


1  Note  of  November  1850.  I  may  here  state,  that  I  have  not  seen, 
during  the  past  year,  a  single  exception  to  the  law  that  when  more  than  one 
person  suffers  from  typhus,  typhoid,  or  relapsing  fever,  in  consequence  of 
exposure  to  a  common  cause,  they  all  suffer  from  the  same  fever.  Several 
families  have  lately  been  admitted  into  the  hospital,  every  member  suffering 
with  relapsing  fever.  For  analysis  of  cases  occurring  anterior  to  November 
1849,  see  Trans.  Med.  Chir.  Society,  vol.  xxxiii.  (supra,  p.  149). 
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tion  of  the  first  attack.  Dr.  Christison — then  Mr.  Robert 
Christison — when  clinical  clerk  to  Dr.  Welsh,  is  stated  by 
that  physician,  in  his  work  on  the  epidemic  of  1817  and 
1818,  to  have  suffered  twice  from  the  disease  under  con- 
sideration. In  this  particular,  relapsing  differs  from  typhus 
and  typhoid  fever.1  Moreover,  it  is  to  be  borne  in  mind, 
that  an  attack  of  either  of  the  three  fevers  has  no  effect  in 
protecting  a  person  from  an  attack  of  the  others.  Dr.  Bartlett 
.details  cases  in  which  typhoid  and  typhus  fevers  affected  the 
same  individuals  in  succession.  Several  examples  of  typhus 
fever  following  relapsing  fever,  and  vice  versa,  are  mentioned 
by  the  various  historians  of  the  Scotch  epidemic  of  relapsing 
fever  of  1843.2 

The  subjoined  case  will  illustrate  the  facts,  that  an  attack 
of  typhus  fever  does  not  protect  an  individual  from  relapsing 
fever,  and  that  an  attack  of  relapsing  fever  is  no  protection 
against  typhus  fever. 

CASE  LX. — In  a  man,  aged  25  years — vertigo — pains  in 
limbs  —  headache  —  confined  bowels  —  vomiting  —  convales- 
cence on  the  8tk  day — relapse  on  the  IQth  day  of  disease 
— rigors — frequent  pulse — hot  skin — furred  tongue — head- 
ache— vomiting — severe  pain  in  the  limbs — permanent  con- 
valescence on  ~L8tJi  day  of  disease. 

Edward  B.,  aged  2 5,  a  labourer,  was  admitted  into  the  London 
Fever  Hospital,  December  1st,  1847,  under  the  care  of  Dr. 
Tweedie.  On  Friday,  November  26th,  he  was  attacked  with 
vertigo,  pains  in  the  limbs,  slight  rigors,  and  headache.  His 
bowels  had  been  confined  the  two  preceding  days ;  he  vomited  for 
the  first  time  the  day  before  his  admission.  He  took  to  his  bed 
on  the  fourth  day  of  illness,  because  he  felt  too  weak  to  keep 
about. 

On  the  7th  day  of  disease. — A  little  headache  ;  vertigo ;  un- 
pleasant taste  (fishy)  and  sense  of  disagreeable  odour ;  other 

1 1  have  before  referred  to  and  illustrated  the  fact,  that  typhoid  fever 
may  relapse ;  but  such  cases,  as  far  as  my  experience  reaches,  are  rare.  [I 
saw  a  case  since  these  papers  were  published  which  relapsed  three  times, 
and  finally  recovered. — Note  1893.] 

2  See  Dr.  Henderson's  paper  in  the  Edinburgh  Medical  and  Surgical 
Journal  for  1843.  On  the  Epidemic  of  1843,  by  R.  Cormack,  M.D.  On  the 
Scotch  Epidemic  Fever  of  1843,  by  R.  Wardell,  M.D. 
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special  senses  normal ;  intellect  unaffected ;  expression  natural ; 
strength  slightly  impaired,  but  he  can  walk  unaided ;  complains  of 
some  pain  in  the  shoulders  and  hips ;  tongue  moist  and  covered 
with  thin  white  fur ;  two  stools ;  appetite  good ;  no  abnormal 
fulness,  resonance,  nor  tenderness  of  abdomen  ;  pulse  70  ;  a  little 
cough ;  trifling  muco-purulent  expectoration,  some  sonorous  rale 
heard  on  deep  inspiration ;  skin  cool ;  no  spots  of  any  kind. 

On  the  following  day  his  pulse  had  fallen  to  60,  his  tongue 
was  clean,  and  there  was  no  headache  and  no  vertigo. 

On  the  16th  day  I  found  that  he  had  shortly  before  I  saw 
him  been  seized  with  rigors;  his  pulse  was  120,  skin  hot,  tongue 
furred,  bowels  confined,  and  there  was  a  little  nausea.  He  was 
complaining  of  severe  headache.  Half  an  ounce  of  castor  oil  was 
ordered  to  be  given  directly. 

17th  day  of  disease. — Pulse  120  ;  headache  rather  less  severe; 
rigors  were  repeated  yesterday  evening,  and  he  had  little  sleep  last 
night,  tongue  moist,  furred  ;  one  stool ;  has  vomited  once ;  nausea  ; 
pain  and  tenderness  at  the  epigastrium ;  complains  of  much  pain  in 
the  limbs ;  head  to  be  shaved ;  a  mustard  poultice  applied  to  the 
epigastric  region,  and  some  simple  saline  effervescing  mixture  given 
every  four  hours. 

18th  day. — Pulse  60;  skin  cool  and  moist;  little  headache; 
slept  but  little  last  night ;  tongue  as  yesterday ;  no  stool ;  less 
nausea  ;  no  vomiting ;  no  tenderness  at  the  epigastrium. 

19th  day. — Pulse  60  ;  no  headache;  two  stools;  tongue  clean. 
The  man  was  now  convalescent,  and  in  a  few  days  he  left  the 
hospital  well. 

On  the  19th  of  January  1848,  he  was  re-admitted  with 
typhus  fever,  and  had  mulberry  rash ;  from  this,  also,  he 
eventually  recovered. 

Edward  B.,  on  his  admission,  was  evidently  recovering 
from  some  slight  ailment.  The  pains  in  the  shoulders  and 
hips,  seeing  that  his  pulse  was  only  70,  and  that  he  evidently 
had  been  suffering  much  from  general  disturbance  of  the 
system,  and  that  his  illness  commenced  with  vomiting, 
might  perhaps  have  raised  a  suspicion  as  to  the  nature  of 
his  disease;  all  doubt  was  removed  by  the  relapse.  The 
pain  in  the  limbs,  although  considerable,  was  not  so  long 
continued  as  it  is  in  many  cases,  and  was  perhaps  less 
severe ;  not  unfrequently  it  is  a  most  distressing  symptom. 

Two  boys,  aged  respectively  13  and  19  years,  brothers, 
were  admitted  into  the  hospital  in  1849  with  well-marked 
typhus  fever.  The  elder  died  of  erysipelas  which  supervened 
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during  early  convalescence;  the  younger  recovered.  Both 
had  been  inmates  of  the  hospital  in  1847.  At  that  time 
both  had  equally  well-marked  relapsing  fever. 


FEBRICULA. 

§  20.    TYPICAL  CASES  OF  FEBRICULA. 

CASE  LXI. — In  a  lad  aged  15  years — severe  headache — 
loss  of  appetite — vomiting — slight  epistaxis — vertigo — furred 
tongue — pain  in  abdomen — frequent  pulse — convalescence  on 
the  7th  day  of  disease. 

John  K.,  aged  15,  a  plasterer,  had  enjoyed  health  till  he  was 
attacked,  without  known  cause,  on  first  waking,  May  7th,  with 
severe  headache  and  loss  of  appetite  ;  in  the  course  of  the  day  he 
had  some  pain  in  the  abdomen,  his  bowels  were  at  this  time  con- 
fined ;  he  vomited  several  times.  On  May  9th,  while  in  the  act  of 
vomiting,  he  lost  a  little  blood  from  the  nose.  Two  pills  taken  on 
this  day  acted  on  the  bowels.  There  had  been  no  rigors,  and  no 
pain  in  the  back.  He  had  attended  at  a  dispensary  till  his  admis- 
sion into  the  hospital,  May  llth,  1848,  under  the  care  of  Dr. 
Tweedie,  on  which  day  he  walked  from  Whitecross  Street  to  the 
hospital,  a  distance  of  about  a  mile  and  a  half. 

The  following  notes  were  made  : — 

May  12th,  i.e.  the  6th  day  of  disease. — Some  headache;  vertigo 
in  the  erect  position ;  mind  and  special  senses  normal ;  slight 
heaviness  of  expression ;  feels  weak,  but  is  able  to  leave  his  bed 
unaided. 

Tongue  moist,  covered  with  thick  white  fur  ;  no  appetite ;  no 
thirst ;  complains  of  occasional  pain  in  the  abdomen ;  has  passed 
one  scanty,  hard  stool;  pulse  96;  physical  chest  signs  normal; 
skin  hot,  no  rash. 

7th  day  of  disease. — Pulse  84 ;  a  little  appetite  ;  two  stools  ; 
otherwise  as  yesterday. 

8th  day  of  disease. — Pulse  60;  tongue  clean;  appetite  good; 
three  stools. 

CASE  LXII. — In  a  man  aged  18  years — frontal  headache 
—pain  in  the  limbs — rigors — slightly  relaxed  bowels — sleep- 
lessness— vertigo — frequent  pulse — hot  skin — convalescence 
on  the  6th  or  7th  days. 

Thomas  M.,  aged  1 8,  a  healthy  man,  a  labourer,  was  admitted 
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into  the  London  Fever  Hospital,  May  19th,  1848,  under  the  care 
of  Dr.  Tweedie. 

On  Wednesday,  May  17th,  after  sleeping  in  the  streets  for 
four  nights,  in  want  of  food,  etc.,  he  was  attacked  with  severe 
frontal  headache,  pain  in  the  limbs,  rigors,  and  slight  relaxation 
of  the  bowels.  He  did  not  take  to  bed  till  his  entrance  into  the 
hospital. 

The  following  notes  were  made  : — 

May  20th,  i.e.,  the  4th  day  of  disease. — Severe  frontal  throbbing 
headache,  sometimes  so  severe  that  it  appears  to  take  his  sight 
away ;  little  sleep ;  bitter  taste  in  the  mouth ;  mind  normal ; 
vertigo  in  the  erect  position,  so  that  he  is  unable  now  to  leave  his 
bed  without  assistance ;  cheeks  flushed  ;  tongue  moist,  white ; 
much  thirst ;  little  appetite  ;  no  stool ;  no  pain  nor  tenderness  of 
the  abdomen;  pulse  120;  physical  chest-signs  normal;  skin  hot 
and  moist ;  no  trace  of  mulberry  rash  or  rose  spots. 

5th  day  of  disease. — Pulse  84  ;  skin  warm,  perspiring  freely. 
Slept  well ;  little  headache.  Tongue  as  yesterday  ;  three  stools. 

6th  day  no  note. 

7th  day  of  disease. — Pulse  60 ;  sleeps  well ;  no  headache  ; 
tongue  moist,  clean ;  appetite  good  ;  two  stools. 

CASE  LXIII. — In  a  female  aged  34  years — vertigo — head- 
ache— rigors — chilliness — heat  of  skin — pain  in  the  limbs — 
loss  of  appetite — thirst — sleeplessness — frontal  headache — 
frequent  pulse — furred  tongue — convalescence  on  the  6th  or 
1th  day  of  disease. 

Mary  W.,laged  34,  a  hawker,  the  mother  of  four  children,  but 
unmarried,  was  admitted  into  the  London  Fever  Hospital,  August 
14th,  1847,  under  the  care  of  Dr.  Southwood  Smith.  She  affirmed 
that  her  habits  were  temperate ;  that  she  had  never  been  drunk 
in  her  life. 

She  had  been  '  tramping  '  lately,  sleeping  in  common  lodging- 
houses.  She  reached  London  for  the  first  time  the  day  her  illness 
commenced.  She  entered  the  hospital  on  the  first  day  of  illness. 
I  did  not  see  her  till  the  fourth  day.  Between  the  time  of  her 
admission  and  the  date  at  which  I  saw  her  the  following  symptoms 
were  present.  Vertigo ;  headache ;  rigors ;  sense  of  chilliness 
frequently  repeated ;  heat  of  skin ;  pain  in  the  limbs ;  confined 
bowels ;  loss  of  appetite ;  extreme  thirst ;  little  sleep.  She  had 
taken  shortly  before  admission  half  an  ounce  of  sulphate  of  mag- 
nesia, which  acted  three  times ;  on  the  next  day  an  aperient 
powder  and  a  senna  draught  were  administered. 

Aug.  17th,  i.e.  4th  day  of  disease. — Great  frontal  headache; 

2B 
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vertigo  in  erect  position  ;  no  tinnitus  aurium  ;  no  injection  of  con- 
junctivse ;  no  pain  in  the  limbs ;  mind  natural ;  slept  but  little  last 
night ;  tongue  white  and  moist ;  no  stool  to-day,  several  yester- 
day ;  slight  fulness  of  abdomen,  said  to  be  natural. 

Pulse  120  ;  no  cough  ;  no  abnormal  physical  chest-signs  ;  skin 
warm  ;  no  mulberry  rash,  no  rose  spots. 

5th  day  of  disease. — Little  sleep,  and  that  disturbed  by  dreams ; 
intense  headache  ;  vertigo  in  erect  position.  Complains  of  a  '  cold 
shivering '  sensation  running  through  her  every  minute  or  two. 
Tongue  moist,  covered  with  thick  white  fur ;  much  thirst. 

6th  day. — No  note  was  made. 

7th  day  of  disease. — Slept  well  last  night ;  no  delirium ;  no 
headache  ;  tongue  cleaner ;  less  thirst ;  no  appetite  ;  pulse  72  ; 
skin  cool  and  moist.  She  reports  that  she  perspired  profusely 
last  night,  since  which  she  has  felt  much  better.  Complains,  for 
the  first  time  since  admission,  of  great  pain  in  her  joints  when 
they  are  moved.  No  swelling  nor  redness;  the  next  day  she 
was  well. 

CASE  LXIV. — In  a  woman,  aged  20 — headache — sense 
of  languor — vertigo — sleeplessness — delirium — headache — 
pains  in  the  limbs — tongue  dry,  furred,  yellow — frequent 
pulse — hot  skin — trace  of  albumen  in  urine  on  the  8th  day 
— convalescence  on  the  9th  day  of  disease. 

Mary  C.,  aged  20,  a  large-made,  stout,  fair  woman,  a  domestic 
servant,  was  admitted  into  the  London  Fever  Hospital,  August 
13th,  1847,  under  the  care  of  Dr.  Southwood  Smith.  She  was 
a  native  of  Roscommon,  and  had  resided  in  London  only  four 
months. 

On  August  9th,  while  engaged  at  the  wash-tub,  she  was 
suddenly  seized  with  headache,  and  general  sense  of  languor.  On 
the  10th  she  was  unable  to  quit  her  bed  on  account  of  great 
giddiness  on  assuming  the  erect  position.  So  far  as  could  be 
ascertained,  there  had  been,  before  she  came  under  observation, 
no  epistaxis,  no  rigors,  no  abnormal  affection  of  the  special 
senses. 

From  the  outset  she  had  slept  but  little ;  the  bowels,  at  first 
confined,  were  subsequently  relieved  by  medicine. 

The  following  notes  were  made  : — 

August  15th,  i.e.  the  7th  day  of  disease. — Has  been  very  delirious 
the  last  two  nights,  not  sleeping  at  all ;  slept  a  little  this  morning ; 
mind  rambles  on  first  waking ;  answers  questions  rationally ; 
memory  appears  good ;  mind  now  quite  natural ;  severe  headache ; 
vertigo ;  no  abnormal  affection  of  the  special  senses ;  pupils 
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natural ;  conjunctivas  injected  ;  face  slightly  flushed  ;  raises  herself 
in  bed  without  any  aid ;  complains  of  severe  pain  in  the  hands 
and  arms.  Tongue  dry  and  smooth,  with  yellow  fur  down  the 
centre,  edges  moist ;  great  thirst ;  no  appetite ;  two  relaxed 
stools  ;  no  tenderness  of  the  abdomen  ;  slight  fulness  ;  pulse  quick  ; 
no  cough  ;  no  abnormal  physical  chest-signs ;  skin  hot  and  damp ; 
no  mulberry  rash  ;  no  sudamina. 

8th  day  of  disease. — No  sleep  during  the  night ;  much  noisy 
delirium ;  her  head  was  shaved  this  morning ;  since  then  she  has 
slept  a  little ;  pulse  84 ;  skin  cool ;  urine  deep  orange — specific 
gravity  1P016  ;  it  contains  a  very  small  quantity  of  albumen  ;  no 
trace  of  lithates. 

9th  day  of  disease. — Some  sleep  last  night ;  no  delirium  ;  no 
headache ;  gets  in  and  out  of  bed  unassisted ;  skin  cool,  moist ; 
no  spots  of  any  kind ;  tongue  moist,  cleaning  anteriorly,  thickly 
furred  posteriorly ;  pulse  72. 

1  Oth  day  of  disease. — Slept  well ;  no  delirium  ;  expression 
good ;  moves  freely  unaided ;  tongue  moist,  almost  clean ;  no 
appetite  ;  three  stools ;  pulse  7  2  ;  skin  natural. 

§  21.    GENERAL  DESCRIPTION  OF  FEBRICULA. 

Febricula  is  not  contagious ;  it  has  no  specific  cause,  but 
attacks  an  individual,  sometimes  after  having  exerted  himself 
more  than  ordinarily,  sometimes  after  slight  excess,  and 
frequently  without  known  cause.  It  commences  with  rigors, 
generally  slight,  often  imperfectly  marked,  yet  occasionally 
severe.  Chilliness,  headache,  pains  in  the  limbs,  and  sense 
of  fatigue  follow,  and  these  are  soon  succeeded  by  a  hot  and 
dry  skin,  frequent  pulse,  generally  from  96  to  120,  thirst, 
want  of  appetite,  white  tongue,  slightly  confined  bowels,  and 
drowsiness;  in  some  cases,  however,  the  patient  sleeps  but 
little ;  rarely  in  adults,  more  commonly  in  children,  trifling 
delirium  is  observed  on  first  waking  from  their  restless 
slumbers.  There  is  no  cough,  no  abnormal  physical  breath 
or  heart  sounds  ;  the  abdomen  is  indolent,  and  preserves  its 
natural  degree  of  fulness  and  resonance.1 

1  An  eruption  is  referred  to  by  Duvasse,  viz.,  that  of  the  taches  bleudtres 
as  present  in  some  cases  of  febricula.  This  same  eruption  had  been  previously 
described  as  occasionally  to  be  seen  in  cases  of  typhoid  fever.  Forget,  of 
Montpellier,  among  others,  had  especially  mentioned  its  occurrence  in  the 
latter  disease.  My  own  observations  enable  me  to  confirm  the  statements  of 
these  writers.  I  have  seen  the  taches  bleudtres  in  both  febricula  and  typhoid 
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These  symptoms  increase  in  severity  for  the  space  of  three 
or  four  days ;  the  rapidity  of  the  pulse  increases  till  it  reaches 
from  100  to  120 ;  at  the  same  time  it  is  full,  hard,  and 
perhaps  bounding ;  the  tongue  is  covered  with  a  thick  white 
fur ;  anorexia  is  complete ;  the  bowels  rarely  act  without 
medicine ;  the  urine  is  scanty  and  high  coloured ;  the  face 
retains  its  normal  expression,  or  it  is  slightly  anxious  and 
oppressed ;  there  is  rarely  any  prostration. 

After  the  expiration  of  five,  six,  or  seven  days,  the  feverish 
symptoms  disappear  as  suddenly  as  they  began, — a  critical 
discharge,  a  deposit  of  lithates,  or  a  copious  sweat,  in  many 
cases  marks  the  moment  when  the  patient  regains  his  health. 

The  chief  variations  observed  in  the  disease  are,  1st,  in 
the  mode  of  attack, — thus,  now  and  then  it  commences  in- 
sidiously ;  and,  2ndly,  in  the  duration,  which  in  some  cases 
is  only  two  or  three,  but  in  rare  cases  is  eight  or  ten  days ; 
in  some  cases  the  headache,  in  others  the  restlessness,  and  in 
others,  again,  pain  in  the  limbs,  as  though  the  patients  had 
been  bruised,  are  the  predominant  symptoms,  and  give  a 
complexion  to  the  case.  Epistaxis,  the  catamenial  flow,  and 
diarrhoea  are  now  and  then  the  evacuations  which  occur  at 
the  crisis.  In  some  cases  the  disease  terminates  at  once 
without  any  critical  discharge;  and  in  others  it  ceases  so 
gradually,  that  the  exact  day  on  which  the  patient  regains 
health  cannot  be  fixed. 

A  herpetic  eruption  on  the  lips  not  unfrequently  occurs 
at  the  time  the  general  symptoms  are  about  to  abate. 

fever.  It  is  important  to  be  acquainted  with  the  characters  of  these  spots, 
as  the  inexperienced  may,  in  some  cases,  confound  them  with  the  mulberry 
rash,  though  ordinarily  they  are  readily  to  be  distinguished. 

The  taches  bleudtres  do  not  pass  through  the  same  stages  as  the  mulberry 
rash  ;  they  never  present  the  characters  of  its  first  stage  ;  they  are  from  the 
moment  of  their  appearance  on  a  level  with  surface  of  the  skin  ;  they  are 
irregular  in  outline,  and  are  larger  than  the  separate  spots  constituting  the 
mulberry  rash  ;  they  are  unaffected  by  pressure,  have  a  delicate  bluish 
aspect,  are  of  a  uniform  hue  over  their  whole  extent,  and,  in  the  few  cases 
I  have  seen,  were  much  less  abundant  than  the  spots  of  the  mulberry  rash. 
In  one  case,  in  which  some  doubt  as  to  their  nature  was  entertained,  and 
which  case  I  saw  in  consequence,  they  were  nearly  confluent  about  the  groins 
and  lower  part  of  the  abdomen,  and  might  readily  have  been  confounded  with 
the  true  mulberry  rash  ;  the  abdomen  and  back  I  believe  to  be  their  most 
frequent  seat. 
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Febricula,  uncomplicated,  is  never  fatal.  Local  inflam- 
mations are  occasionally  set  up  in  its  course,  and  then  either 
the  local  disease  terminates  with  the  general  affection,  or  the 
critical  evacuation  terminates  the  fever,  while  the  local  lesion, 
excited  and  kept  up  by  that  condition  of  the  system,  ter- 
minates at  the  same  time. 

In  such  cases  the  order  of  events  is  as  follows : — Rigors, 
chilliness,  hot  skin,  frequent  pulse,  in  a  day  or  two  inflam- 
mation— say  of  the  substance  of  the  lung — in  a  week  from 
the  outset  a  profuse  sweat,  followed  by  a  sudden  fall  in  the 
temperature  of  the  skin,  and  in  the  rapidity  of  the  pulse,  and, 
consentaneously,  by  a  marked  improvement  in  the  chest 
symptoms ;  the  breathing  is  less  oppressed,  the  cough  less 
troublesome,  perhaps  almost  disappears,  the  physical  signs 
cease  to  make  progress,  the  patient  believes  himself  well, 
and  is,  in  fact,  very  quickly  restored  to  health.  These  are 
the  cases  which  have  misled  many  in  estimating  the  value 
of  remedies  on  the  progress  of  inflammation  of  the  lungs, 
etc.,  and  have  also  led  to  the  idea  that  a  copious  sweat,  an 
attack  of  epistaxis,  or  a  diarrhrea,  has  been  the  means  of 
relieving  a  pneumonia,  and,  as  a  consequence,  to  the  employ- 
ment of  remedies  to  procure  sweating,  etc.,  in  pneumonia. 

It  is  by  no  means  an  uncommon  event  for  a  patient  to  be 
sent  into  the  hospital  with  a  pulse  of  72,  a  cool  skin,  and 
slightly  furred  tongue,  and  yet  bringing  with  him  a  certifi- 
cate to  testify  that  he  is  labouring  under  severe  fever,  such 
certificate  having  been  granted  when  the  severity  of  the 
general  symptoms  warranted  the  expectation  that  the  patient 
would  be  long  ill. 

The  close  relation,  if  not  identity,  of  the  symptoms 
present  in  the  primary  attack  of  relapsing  fever,  and  those 
which  occurred  in  the  cases  above  described,  as  illustrative 
of  febricula,  must  strike  every  reader,  and  the  question 
naturally  arises,  How  are  cases  of  febricula  to  be  distinguished 
from  cases  of  relapsing  fever  in  its  first  stage  ?  and  how  are 
they,  even  eventually,  to  be  separated  from  those  cases  of 
relapsing  fever  which  do  not  suffer  relapse  ?  My  answer  is, 
that  I  know  no  absolutely  distinctive  feature ;  that  my  own 
observations  do  not  enable  me  to  afford  an  answer  to  this 
question.  Doubtless,  however,  an  analysis  of  a  more  careful 
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collection  of  cases  than  that  I  have,  might  afford  answer.  The 
relative  condition  of  the  spleen  ought  to  be  made  a  subject  of 
special  research,  and  much  light  might  also  be  thrown  on  the 
subject  by  investigations  into  the  causes  of  the  two  groups  of 
cases  here  described  respectively  under  the  terms  '  relapsing 
fever '  and  '  febricula.' 

A  fever  lasting  only  about  twenty-four  hours  has  been 
described  by  medical  writers  under  various  names.1  By 
some  it  has  been  regarded  as  a  primary  general  affection ; 
by  others,  the  constitutional  disturbance  has  been  considered 
as  simply  indicative  of  local  inflammation,  or  of  local  irrita- 
tion, as  it  has  been  called.  I  propose  to  express,  by  the  term 
febricula,  that  condition  of  the  system  which  is  manifested 
by  a  hot  skin,  a  quick  pulse,  and  white  tongue,  continuing 
from  two  to  eight  days,  and,  so  far  as  our  powers  of  observa- 
tion go,  unable  to  be  referred  to  local  disease  as  its  cause. 

If  we  take  cases  from  the  two  extremes  of  the  two  groups, 
the  distinction  I  have  made  between  relapsing  fever  and 
febricula  will  be  found  a  natural  one,  and  if,  symptomato- 
logically  or  nosologically,  they  are  unable  in  some  cases  to 
be  separated,  yet  pathologically,  using  that  word  in  its  wide 
sense,  the  difference  is  evident.  Thus,  let  us  take  the  two 
following  cases : — 

CASE  LXV. — A  man,  aged  24,  moderately  stout  and  strong- 
made,  by  trade  a  brickmaker,  walked  from  the  neighbourhood  of 
Highgate  to  the  hospital,  with  the  aid  of  his  wife.  He  had  been 
working  in  the  open  field,  exposed  to  an  autumn  sun;  and  six 
days  before  he  came  under  observation  had  been  attacked  with 
headaches,  chilliness,  and  pain  in  the  limbs,  his  bowels  being  at 
the  time  regular.  When  he  came  to  the  hospital  his  skin  was  hot 
and  dry ;  he  was  suffering  from  severe  frontal  headache ;  his  con- 
junctivse  were  slightly  injected,  so  that  his  eyes  had  a  somewhat 
'  ferrety  look  ; '  he  could ;  walk,  but  his  gait  was  feeble  and  un- 
steady ;  he  felt  ill,  and  looked  oppressed  and  somewhat  anxious ; 
he  could  give  a  collected  account  of  his  past  and  present  sensa- 
tions. When  put  to  bed  he  was  restless,  tossing  about.  His  urine 
was  scanty,  clear,  and  high-coloured ;  his  bowels  had  acted  in  the 

1 1  would  direct  the  reader's  attention  to  a  very  excellent  description  of 
febricula  by  M.  Duvasse,  in  an  inaugural  thesis,  published  in  Paris  in  1847. 
M.  Duvasse  considers  what  I  have  regarded  as  one  affection  to  be  divisible 
into  two,  viz. ,  ephemera  and  synoque,  but  they  appear  to  pass  by  insensible 
gradations  into  each  other,  to  differ  only  in  intensity. 
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morning ;  there  was  no  desire  for  food,  but  considerable  craving 
for  fluids  ;  no  nausea,  no  vomiting,  no  abnormal  fulness,  resonance, 
nor  tenderness  of  the  abdomen ;  his  tongue  was  covered  with  white 
fur,  and  was  somewhat  tremulous;  his  pulse  was  100,  full  and  of 
good  power ;  there  was  no  cough,  no  pain  in  the  chest,  no  sonorous 
nor  sibilous  rale,  no  friction  sound. 

On  the  following  day  he  felt  almost  well ;  the  skin  was  of 
nearly  normal  temperature;  the  expression  natural,  the  general 
strength  improved ;  all  pain  in  the  head  and  limbs  gone ;  the 
tongue  was  yet  white,  but  the  appetite  had  returned ;  the  pulse 
was  80  only ;  the  urine  loaded  with  lithates.  On  the  following 
day  he  was  allowed  to  get  up,  and  he  continued  well. 

CASE  LXVI. — A  man,  aged  24,  strong-made,  by  trade  a  brick- 
layer, came  under  observation  in  August  1847.  Admitted  from 
a  house  whence  two  others  had  been  removed  with  the  same 
symptoms.  Three  days  before  he  came  under  observation,  he 
had  been  attacked  with  rigors,  headache,  pain  in  the  back  and 
limbs,  nausea,  and  vomiting.  On  the  4th  day  of  disease,  hot  and 
dry  skin;  jaundice;  frontal  headache;  disturbed  sleep  ;  pulse  120; 
tongue  white,  moist;  frequent  vomiting  of  green  fluid;  bowels  open; 
tenderness  at  epigastrium.  On  the  6th  day,  epistaxis ;  and  on 
the  7th,  profuse  sweating ;  apparent  convalescence,  with  cool 
skin  and  pulse  of  60,  on  the  8th  day.  On  the  15th  day,  rigors  ; 
severe  pains  in  the  back  and  limbs  ;  headache ;  nausea ;  vomiting ; 
loss  of  appetite;  thirst;  hot  and  dry  skin;  pulse  120;  bowels 
open. 

On  the  19th  day,  profuse  sweating;  and  on  the  20th,  per- 
manent convalescence,  with  a  pulse  of  50  and  a  cool  skin. 

These  two  cases  differ  in  cause ;  in  the  one  the  disease 
was  attributable  to  over  exertion  under  a  hot  sun:  in  the 
other  to  contagion ;  they  differ  also  in  symptoms,  and  they 
differ  finally  in  their  course. 

Influenced,  then,  by  cases  such  as  these,  I  have  been  led 
to  describe  as  different  two  affections,  the  non-identity  of 
which,  I  confess,  I  am  not  absolutely  prepared  to  prove. 

GENERAL   CONCLUSION. 

Let  ine  now  briefly  recapitulate  the  object  of  this  essay, 
and  the  conclusions  I  have  desired  the  reader  to  form. 

The  object  was  to  illustrate,  by  cases  collected  at  the  bed- 
side, the  fevers  commonly  confounded  under  the  term  '  con- 
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tinued  fever.'  I  say,  commonly,  for,  although  some  writers 
in  this  country  have  distinguished  typhus  fever  from  typhoid 
fever;  and  others  have  distinguished  relapsing  fever  from 
typhus  fever;  and  others,  again,  have  separated  febricula 
from  typhus  fever,  yet  neither  of  these  distinctions  has  yet 
been  drawn  in  any  of  the  systematic  works  on  medicine; 
and  no  one,  so  far  as  I  am  aware,  has  formally  stated  his 
belief  that  these  four  affections  are  as  many  distinct  diseases; 
as  distinct  from  each  other,  that  is  to  say,  as  are  measles, 
scarlet  fever,  and  small-pox ;  the  poison  of  the  one  being 
by  no  combination  of  circumstances  capable  of  producing, 
inducing,  or  exciting  the  others. 

The  four  diseases  thus  attempted  to  be  separated  from 
each  other  may  be  briefly  thus  defined : — 

Febricula. — A  disease  attended  by  chilliness,  alternating 
with  sense  of  heat,  headache,  white  tongue,  confined  bowels, 
high  coloured  scanty  urine,  hot  and  dry  skin,  and  frequent 
pulse,  terminating  in  from  two  to  seven  days,  and  having  for 
its  cause  excess,  exposure,  over  fatigue,  etc.,  i.e.  the  cause  of 
febricula  is  not  specific. 

Relapsing  Fever. — A  disease  arising  from  a  specific  cause, 
attended  by  rigors  and  chilh'ness,  headache,  vomiting,  white 
tongue,  epigastric  tenderness,  confined  bowels,  enlarged  liver 
and  spleen,1  high-coloured  urine,  frequent  pulse,  hot  skin, 
and  occasionally  by  jaundice,  and  terminating  in  apparent 
convalescence  in  from  five  to  eight  days — in  a  week  a  relapse, 
i.e.  a  repetition  of  the  symptom  present  during  the  primary 
attack. 

After  death  spleen  and  liver  are  found  considerably  en- 
larged, absence  of  marked  congestion  of  internal  organs. 

Typhoid  Fever. — A  disease  arising  from  a  specific  cause, 
attended  by  rigors,  chilliness,  headache,  successive  crops  of 
rose  spots,  frequent  pulse,  sonorous  rale,  diarrhoea,  fulness, 

1  In  my  paper  in  the  33rd  volume  of  the  Medico-Chirurgical  Transactions, 
it  is  stated  there  are  '  no  abnormal  abdominal  signs '  present  in  relapsing 
fever  (r.  p.  142,  supra).  The  error  arose  from  my  having  been  in  the  habit, 
when  taking  notes  of  cases  at  the  bedside,  to  use  the  above  expression,  to 
signify  for  the  sake  of  brevity, — no  abnormal  fulness,  nor  gurgling  in  the 
abdomen.  The  rules  of  the  Society  did  not  permit  writers  to  correct  their 
own  papers  for  the  press.  Had  I  seen  the  paper,  in  proof  I  should  not,  I 
think,  have  allowed  the  error  to  pass  uncorrected. 
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resonance  and  tenderness  of  the  abdomen,  gurgling  in  the 
right  iliac  fossa,  increased  splenic  dulness,  delirium,  dry 
and  brown  tongue,  and  prostration,  and  terminating  by  the 
30th  day.  After  death, — Enlargement  of  the  mesenteric 
glands,  disease  of  Peyer's  patches,  enlargement  of  the  spleen, 
— disseminated  ulcerations,  disseminated  inflammations. 

Typhus  Fever. — A  disease  arising  from  a  specific  cause, 
attended  by  rigors,  chilliness,  headache,  mulberry  rash, 
frequent  pulse,  delirium,  dry  brown  tongue,  and  prostration, 
and  terminating  by  the  21st  day.  After  death. — Dissemi- 
nated and  extreme  congestions;  in  young  persons,  enlarge- 
ment of  the  spleen. 

I  do  not  mean  to  say  that  in  every  case  of  either  of  these 
diseases  all  the  symptoms  here  enumerated  will  be  present, 
or  that,  in  many  cases,  other  symptoms  will  not  be  super- 
added  ;  but  I  give  the  above  as  the  ordinary  diagnostic  char- 
acters of  the  diseases, — symptoms  which,  if  present,  leave 
no  doubt  on  the  mind  of  the  observer  of  the  name  of  the 
disease.  Just  as,  if  chilliness,  succeeded  by  heat  of  skin 
and  running  from  the  eyes  and  nose,  and  harsh  cough, 
should  be  followed,  on  the  4th  day,  by  an  eruption  of 
port-wine  red  spots,  arranging  themselves  more  or  less 
crescentically,  and  then  the  whole,  of  these  symptoms  should 
disappear  on  from  the  7th  to  the  9th  day  of  disease,  no 
one  would  entertain  a  doubt  that  the  patient  was  labour- 
ing under  measles ;  and  that,  although  measles  may  affect  a 
person,  and  yet  some  of  the  above  symptoms  be  absent ;  or 
although,  in  particular  cases,  additional  symptoms  may  be 
present.  I  intend,  then,  the  foregoing  brief  descriptions  of 
febricula,  relapsing  fever,  typhoid  fever,  and  typhus  fever,  to 
apply  to  those  diseases  as  much  as,  but  no  more  than,  the 
above  description  applies  to  measles. 

As  my  object  was  simply  to  illustrate  the  different  con- 
tinued fevers  of  the  country,  it  is  only  with  reference  to  here 
and  there  a  point;  e.g.  the  frequency  with  which  the  mul- 
berry rash  is  absent  from  individuals  of  different  ages  affected 
with  typhus  fever,  that  I  have  attempted  to  prove  any  of  the 
statements  I  have  made  with  reference  to  the  frequency  with 
which  particular  symptoms  or  lesions  are  present  or  absent, 
the  invariable  connection  between  certain  symptoms  and 
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certain  changes  of  structure,  etc.,  etc.  At  the  same  time,  in 
some  instances,  the  cases  adduced  prove  the  fact  they  illus- 
trate; the  case  is  at  once  the  illustration  and  the  proof; 
e.g.  the  two  cases  of  simulated  perforation  of  the  intestine 
(pp.  303,  311). 

At  the  outset  I  stated  that  I  should  touch  but  slightly  on 
the  question  of  treatment.  This  was  not  from  my  under- 
valuing the  usefulness  of  therapeutical  agents  in  some  of  the 
diseases  here  illustrated,  but  rather  because  I  felt  that  so 
much  had  been  written  on  the  treatment  of  fever, — so  often 
had  it  been  argued  post  hoc  propter  hoc,1 — so  greatly  had 
some  erred,  it  appeared  to  me,  in  substituting  general  im- 
pressions of  the  efficacy  of  drugs  for  rigid  logical  induction, 
that  I  determined  to  make  few  therapeutical  assertions  un- 
supported by  that  weight  of  argument  in  the  shape  of  facts  I 
knew  I  had  it  in  my  power  to  adduce  in  evidence ;  to  arrange 
and  to  analyse  those  facts  is  a  work  of  time,  and  the  pages  of 
a  weekly  journal  are  unsuited  for  their  publication.  Such  are 
the  arguments  that  have  influenced  me  in  postponing  the 
consideration  of  treatment — a  subject  so  easy  to  write  on,  so 
difficult  to  discuss  philosophically.  But  this  much  I  hope 
the  reader  will  have  gathered  from  these  papers,  that  hence- 
forth, whether  the  therapeutics  speak  dogmatically  in  the 
loose  and  easy  phraseology  of  general  terms,  or,  having 
worked  out  his  results  by  rigid  induction,  he  lay  before  his 
reader  the  process  by  which  he  arrived  at  his  conclusion, 
as  well  as  the  conclusion  itself, — I  say,  whether  he  intends  to 
load  the  literature  of  fever  with  another  ipse  dixit,  or  to  add 
a  truth  to  those  which  have  been  dug  out  by  constant  toil, — 

1  Let  the  reader  refer  to  Dr.  Welsh's  book  On  the  Efficacy  of  Blood- 
letting in  Fever,  and  compare  the  cases  contained  in  the  appendix  to  that 
work — the  larger  majority  of  which  are  examples  of  relapsing  fever — with 
the  cases  of  relapsing  fever  narrated  in  this  paper.  In  the  former,  the 
pulse  often  fell  after  the  blood-letting,  and  the  patient  rapidly  regained  his 
health  ;  in  the  cases  I  have  given,  as  marked  and  as  sudden  improvement 
ensued  within  a  week  when  no  blood-letting  was  employed.  The  pnlse  in 
my  cases  often  fell  in  a  few  hours  from  120  to  60.  Whenever  in  his 
cases  the  fall  occurred  after  the  loss  of  blood,  Dr.  Welsh  attributed  it  to 
the  loss  of  blood.  Relapse  frequently  occurred  after  blood-letting  in  the 
epidemic  described  by  Dr.  Welsh  ;  and  it  was  forthwith  argued  that  the 
relapse  was  the  consequence  of  the  blood-letting  ;  in  the  cases  I  have  de- 
tailed relapses  were  frequent,  and  yet  nfl  blood-letting  had  been  employed. 
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whichever  be  his  purpose,  he  must  distinguish  from  each 
other  diseases  having  a  different  origin,  a  different  course,  dif- 
ferent symptoms,  and  leading  to  or  accompanied  by  different 
lesions,  and  not  confound  all  under  one  common  name  be- 
cause they  possess  in  certain  cases,  as  common  symptoms,  a 
brown  tongue,  frequent  pulse,  and  loss  of  general  power. 

I  cannot  conclude  without  briefly  adverting  to  the  labours 
of  others  on  the  subjects  embraced  by  them.  As  I  said  at 
their  commencement,  I  lay  no  claim  to  originality.  At  the 
same  time,  every  statement  I  have  made  rests  on  my  own 
observations. 

It  would  not  be  consistent  with  my  object  to  enter  into  a 
lengthened  account  of  the  share  taken  by  different  observers 
in  bringing  our  knowledge  on  the  subject  of  fever  to  what 
appears  to  me  to  be  its  present  comparatively  advanced  con- 
dition, but  I  will  refer  those  who  are  desirous  of  learning 
the  various  steps  by  which  we  have  gained  our  position,  to 
Dr.  Bartlett's  work  on  The  Fevers  of  the  United  States,  and 
to  Dr.  Paterson's  Essay  on  the  Epidemic  Fevers  of  1847-8 ; 
to  the  former  for  a  literary  history  of  typhoid  and  typhus 
fevers,  to  the  latter  for  a  brief  history  of  the  relapsing  fever ; 
and  finally,  to  M.  Jules  Duvasse's  Thesis,  Paris,  1847,  for  a 
history  of  febricula,  termed  by  him  Fievres  Ephemere  et 
Synoque.  These  writers  show  pretty  clearly  that  neither  of 
the  above  four  affections  can  be  regarded  as  a  new  disease ; 
that  all  have  been  frequently  described,  now  as  varieties  of 
prevailing  epidemics,  and  now  as  new  diseases ;  and  from  my 
own  researches  into  the  histories  of  past  epidemics  of  fever,  I 
have  no  hesitation  in  averring  my  confident  belief,  that  an  ex- 
planation of  the  great  difference  observed  by  different  historians 
in  the  progress,  mortality,  and  lesions  of  fever, — the  difference 
of  opinion  entertained  as  to  its  communicability  by  observers 
of  unquestionable  honesty  of  purpose  and  soundness  of  judg- 
ment,— that  the  difference  of  opinion  expressed  as  to  the 
admissibility  of  particular  modes  of  treatment, — that  an 
explanation,  I  say,  of  these  differences  is  not  to  be  sought 
in  variations  in  a  hypothetical  epidemic  constitution,  but  hi 
the  differences  which  exist  in  the  essential  nature  of  the  four 
diseases  commonly  confounded  under  the  term  '  continued 
fever.' 
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GULSTONIAN  LECTURES 
ON  THE  ACUTE  SPECIFIC  DISEASES.1 

LECTURE  I. 

Necessity  for  analysis  of  observed  facts — Sydenham  on 
Acute  Diseases — His  classification  of  fevers — Epidemic 
constitution — Comparison  of  small-pox  with  measles — 
Analogies  with  plant  life — The  two  main  divisions  of 
acute  diseases  having  definite  duration  and  attended 
by  disseminated  lesions — General  symptoms— Rigors — 
Temperature  of  skin — Pain  in  back — Headache — 
Mental  condition — Malaise — Pulse-rate — Influence  of 
perspiration  on  pulse-rate — Local  lesions — Cutaneous 
eruptions — Lesions  of  internal  organs — Duration — 
Mode  of  determination — Its  definite  limit — Specific 
cause — Contagion — Pathological  affinities. 

SIR, — Among  the  idola  specus,  the  father  of  the  inductive 
sciences  ranked  the  tendency  of  some  minds  to  fasten  on  the 
differences  of  things  to  the  neglect  of  their  agreements,  and 
of  others  to  perceive  the  agreements  and  pass  by  unheeded 
the  differences — to  divide  where  nature  has  drawn  no  line, 
and  to  generalise  where  nature  has  bestowed  no  unity. 

Physicians,  like  other  philosophers,  have  sometimes  paid 
homage  to  these  idols  of  the  den ;  and,  from  their  inability  to 
resolve  into  their  simple  elements,  the  very  complex  pheno- 
mena they  study,  are  peculiarly  tempted  by  these — to  use 
Bacon's  figurative  language — '  seducing  familiar  spirits.' 

To  avoid  the  errors  thus  indicated,  a  review  of  the  prin- 
ciples and  facts  that  guide  us  in  determining  that  a  series  of 
individual  cases  are  really  identical,  and  ought  to  be  called 
by  one  name,  or  that  a  series  of  diseases  ought  to  be  grouped 

1  From  the  Medical  Times,  March  and  April,  1853. 
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into  one  class  from  a  supposed  relationship  existing  between 
them,  is  from  time  to  time,  as  our  pathological  knowledge 
advances,  essential 

And  such  a  review  is  well  suited  to  an  occasion  like  this. 
To  prove  the  frequency  of  particular  symptoms  and  lesions 
of  structure  in  any  given  disease,  the  duration  and  mor- 
tality of  the  same, — the  influence  on  its  course  and  termina- 
tion, of  age,  sex,  season,  etc., — the  curative  effects  of  various 
remedial  agents, — to  prove  any  one  of  these,  or  any  similar 
points,  an  analysis  of  recorded  observations  is  essential. 
Mere  enumeration  can  give  a  correct  answer  to  the  most 
simple  questions  only;  in  reference  to  all  others,  a  com- 
parison of  various  enumerations,  and  an  analysis  of  the  items 
used  in  the  enumerations,  are  essential  for  the  formation  of  a 
correct  conclusion.  But  neither  numerical  analyses  nor  a 
close  examination  of  the  facts  used  in  the  analyses  can  be 
efficiently  made  in  a  verbal  discourse ;  and  it  is  for  this 
reason,  therefore,  that  lectures  are  suited  especially  for  the 
dogmatic  teaching  of  established  doctrines,  and  for  general 
surveys  of  admitted  facts  and  their  relations. 

Just  as  no  two  animals  are  absolutely  alike,  and  no  two 
plants  the  same  in  all  particulars,  so  no  two  cases  of  disease 
are  in  all  points  identical  Nature  knows  only  individuals. 
And  yet,  to  use  the  words  of  the  Preface,  so  replete  with 
wisdom,  affixed  by  Sydenham  to  the  third  edition  of  his 
Observations  on  Acute  Diseases,  'it  is  necessary  that  all 
diseases  be  reduced  to  definite  and  certain  species,  and 
that  with  the  same  care  which  we  see  exhibited  by  botanists 
hi  their  phytologies ;  since  it  happens,  at  present,  that  many 
diseases,  although  included  in  the  same  genus,  mentioned 
with  a  common  nomenclature,  and  resembling  one  another 
in  several  symptoms,  are,  notwithstanding,  different  in  their 
natures,  and  require  a  different  medical  treatment.'  For  the  pur- 
pose of  effecting  this  desirable  division  of  diseases,  Sydenham 
laid  down  certain  rules,  which  may  be  briefly  stated  thus : — 

1st.  Every  physiological  hypothesis  must  be  laid  aside. 
'  No  man,'  he  remarks, '  can  state  the  errors  that  have  been 
occasioned  by  these  physiological  hypotheses.' 

2ndly.  The  clear  and  natural  phenomena  of  the  disease 
should  be  noted.  'They  should  be  noted,'  he  says,  'accu- 
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rately,  in  all  their  minuteness ;  in  imitation  of  the  exquisite 
industry  of  those  painters  who  represent  in  their  portraits  the 
smallest  moles  and  the  faintest  spots.' 

Srdly.  The  peculiar  and  constant  phenomena  must  be 
enumerated  apart  from  the  accidental  and  adventitious. 

4thly.  The  season  of  the  year  in  which  the  disease  occurs 
ought  to  be  observed ;  that  is  to  say,  the  external  conditions 
which  may  possibly  cause  the  disease,  modifications  in  the 
symptoms,  local  complications,  etc.,  are  to  be  considered. 

Thus,  Sydenham  thought  all  diseases  might  be  divided 
into  definite  species,  and  time  has  tended  to  confirm  his 
opinion ;  for,  by  a  close  adherence  to  these  rules,  the  existence 
of  several  species  of  the  same  class,  and  as  well  defined  as  the 
two  he  so  sagaciously  divided,  and  of  which  he  gave  such 
truthful  descriptions,  have  been  established.  And  the  especial 
objects  I  propose  to  myself  in  the  lectures  I  have  had  the 
honour  of  being  appointed  to  deliver,  are  to  point  out  what 
appears  to  me  to  be  the  real  differences  which  separate  these 
particular  species  from  each  other,  and  to  indicate  the  true 
affinities  of  these  same  species  to  each  other, — the  grounds  of 
their  union  into  class,  and  the  foundation  of  their  division 
into  species.  And  I  choose  this  subject,  in  the  first  place, 
because  I  feel  that  it  becomes  a  junior  Fellow  of  the  College 
to  select  for  these  lectures  the  subject  of  which  his  personal 
experience  has  been  most  extensive ; — that  he  ought  here  to 
treat  only  of  matters  concerning  which  he  may  hope  that  his 
own  knowledge  is  inferior  to  that  of  his  hearers  in  a  less 
degree  than  on  any  other ;  and,  secondly,  because  it  affords 
an  opportunity,  not  only  of  pointing  out  the  agreements  as 
well  as  the  differences  of  these  species,  but  also  of  indicating 
the  diseases  which,  in  practice,  have  been  often  confounded 
with  certain  of  them,  and  the  diseases,  on  the  other  hand,  for 
which  some  varieties  of  these  species  have  been  themselves 
mistaken — a  confusion  which  has  fostered  the  opinion,  that 
the  limits  of  these  species  are  ill-defined,  and  their  symptoms 
most  variable. 

It  is  from  Sydenham  that  many  of  the  leading  ideas  now 
current  concerning  the  acute  specific  diseases  are  derived.  He 
divided  acute  diseases  into  two  great  classes,  viz.,  stationary 
and  intercurrent  fevers.  The  latter,  he  held,  occurred  at 

2c 
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particular  seasons,  and  owed  their  origin  to  appreciable 
atmospheric  changes, — e.g.  temperature  and  moisture. 

Pleurisy  and  quinsy  were  adduced  by  him  as  examples  of 
this  class.  In  the  present  day,  the  majority  of  the  diseases 
arranged  by  Sydenhain  under  the  head  of  intercurrent  fevers 
are  believed  to  be  essentially  local  affections,  the  constitu- 
tional disturbance  or  fever  which  accompanies  them  being 
regarded  as  symptomatic. 

Of  stationary  fevers,  Sydenham  distinguished  two  kinds, 
viz.,  the  typical  or  proper  fevers,  and  the  twin  sisters  of  the 
typical  or  the  variable  fevers.  The  typical  or  proper  stationary 
fevers  preserved  their  essential  characters  through  a  series  of 
years,  only  from  time  to  time  they  varied  in  some  particulars 
a  little ;  and  yet,  ever  amid  the  prevailing  variety,  cases  in  all 
points  identical  with  the  model  or  type  of  the  disease  occurred. 
Of  these  typical  or  proper  stationary  fevers,  small-pox  and 
measles  were  the  best-defined  species.  In  the  epidemics  of 
these  diseases  which  Sydenham  witnessed,  both  presented,  for 
a  while,  deviations  from  what  he  considered  to  be  their  most 
perfect  form ;  but  still,  notwithstanding  these  deviations,  they 
preserved  their  essential  characters.  Sydenham  never  doubted 
the  essential  identity  of  the  measles  of  the  dysenteric  consti- 
tion  of  1669, '  the  most  perfect  of  their  genus,'  with  those  of 
1674,  which  '  adhered  less  to  their  proper  type.' 

What  I  have  termed  Sydenham's  second  class  of  stationary 
fevers,  was  constituted  by  those  diseases  which,  in  the  pre- 
sent day,  have  been  termed  continued  fever.  The  diseases  of 
this  class  he  held  to  be  most  variable  in  all  their  characters, 
— varying  in  symptoms  and  in  the  treatment  they  required 
with  each  change  in  the  constitution  of  the  atmosphere,  and, 
consequently,  with  each  change  in  the  prevailing  epidemic. 

By  epidemic  constitution,  Sydenham  signified  some  state 
of  the  atmosphere  arising  from  '  certain  hidden  and  inexplic- 
able changes  within  the  bowels  of  the  earth,' — a  condition 
originating,  that,  is  to  say,  neither  in  heat,  cold,  wet,  nor 
drought, — a  condition  known  to  exist  only  by  its  effects  in 
determining  the  origin,  or  spread,  or  peculiarity  in  symptoms, 
of  any  one  of  the  stationary  fevers,  and  of  their  '  twin  sisters,' 
the  variable  fevers,  which  accompanied  them.  Now,  the 
tendency  of  more  recent  investigations  has  been  to  remove 
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the  whole  of  the  diseases  included  in  the  group  of  variable 
fevers  into  that  of  '  typical  or  proper '  fevers, — to  erect  from 
the  individuals  of  this  class  a  series  of  distinct  species. 

Taking  small-pox  and  measles  as  the  type  of  the  proper 
stationary  fevers,  I  propose  to  examine  what  are  the  peculi- 
arities of  these  two  diseases  which  render  them  thus  fitted  to 
be  the  type  of  a  class,  and  why  they  are  separated  from  each 
other  as  distinct  species ;  what  general  characters  they  have 
in  common,  and  what  are  the  special  characters  which  divide 
them ;  what  it  is  which  constitutes  their  bond  of  union,  and 
what  are  the  grounds  of  their  separation. 

In  both  general  constitutional  disturbance  precedes  the 
occurrence  of  any  local  lesion;  both  are  attended  in  their 
progress  by  local  affections ;  both  have  a  limited  and  definite 
course ;  and,  from  those  suffering  from  either,  a  something 
capable  of  inducing  a  disease  identical  with  itself  in  all  essen- 
tial points  is  evolved.  The  general  constitutional  disturbance 
is  manifested  by  increase  of  temperature,  rapidity  of  pulse, 
loss  of  muscular  power,  and  sense  of  malaise.  The  great 
peculiarity  of  the  local  affection  is  its  disseminated  character.1 
Thus,  inflammation  of  the  skin  commences  in  innumer- 
able points  unconnected  with  each  other.  Many  parts  of  the 
mucous  membranes  suffer  at  the  same  time,  not  of  one  tract 
only,  but  of  several ;  and  that  not  by  extension,  but  by  the 
establishment  of  separate  centres  of  diseased  action.  Organs 
at  a  distance  from  each  other,  and  not  known  to  be  especially 
related,  suffer  simultaneously ;  the  spleen  increases  in  volume, 
the  lymphatic  glands  enlarge,  and  the  lungs  are  frequently 
inflamed  at  several  points  of  their  substance. 

In  both  there  is  a  more  or  less  sudden  commencement, 
and  in  both,  after  the  lapse  of  a  certain  number  of  days,  if 
the  case  be  not  fatal,  restoration  to  health.  The  disease 
terminates  usually  on,  and  invariably  before,  a  given  day; 
while  certain  lesions  appear  at  a  fixed  time  after  the  outset 
of  the  constitutional  disturbance. 

1  Quelques  medecins  ont  compart  l'e"tat  de  1'intestin  (i.e.  in  typhoid  fever) 
a  celui  de  la  peau  dans  les  affections  exanthematique,  mais  je  ne  sache  pas 
qu'aucun  ait  rapproch^  les  unes  des  autres  toutes  les  phlegmasies  qui  se 
montrent  ainsi  disseminees,  et  cleduit  de  ce  rapprochement  les  consequences 
qui  ressortent  gene'ralement  de  la  comparaison  de  faits  analogues.' — Chomel 
Leyons  de  Clinique  Medicale  Fievre,  Typhoide,  p.  442. 
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Both  have  their  origin  in  the  action  of  a  specific  cause. 
Just  as  a  plant  produces  a  seed  from  which  another  plant 
essentially  identical  with  the  parent  may  spring,  so  from 
every  case  of  these  two  diseases  is  evolved  a  something, — 
a  seed  which  can  develop  a  disease  essentially  identical  with 
the  parent  disease. 

But  by  neither  the  seed  of  the  plant,  nor  the  seed  of  the 
disease,  can  this  power  of  development  be  exercised,  unless 
the  conditions  of  development  be  given.  An  acorn  could 
never  develop  into  an  oak  if  it  lay  on  a  dry  stone,  exposed 
to  the  light  of  the  sun ;  nor  the  seed  of  small-pox  develop 
small-pox  if  deposited  in  the  blood  of  a  man  who  had 
recently  suffered  that  disease.  The  power  of  development 
would  be  there  in  both  cases ;  the  conditions  of  development 
would  be  wanting. 

In  the  power  of  propagating  themselves,  and  themselves 
only,  lies  the  test  of  the  specific  difference  of  plants.  In  the 
power  of  reproducing  themselves,  and  themselves  only,  also 
lies  the  test  of  the  specific  difference  of  these  two  diseases. 
Could  it  be  shown  that  from  the  same  seed,  under  different 
conditions  of  development,  might  spring  the  oak  and  the  lily, 
then  would  naturalists  admit,  no  matter  how  dissimilar  hi 
external  characters,  that  these  plants  were  specifically  iden- 
tical. So,  in  regard  of  these  diseases,  could  it  be  shown  that 
the  something,  the  seed  evolved  from  a  person  labouring 
under  either,  could,  the  conditions  of  development  being 
different,  develop  the  symptoms  of  the  other,  then  must 
small-pox  and  measles  be  held  to  be  specifically  identical. 
But  the  power  of  reproducing  themselves,  and  themselves 
only,  is  possessed  by  small-pox  and  measles,  as  it  is  by  the 
oak  and  the  lily,  and  therefore  the  diseases,  like  the  plants, 
are  held  to  be  distinct  species. 

But  the  conditions  of  development  being  different,  from 
the  same  acorn  may  spring  an  oak  the  most  perfect  of  its 
kind,  and  one  the  most  diminutive  in  size  and  ungainly  hi 
form,  and  the  seeds,  again,  from  either  of  these,  may  develop, 
under  different  external  conditions,  into  the  perfect  or  the 
anomalous  tree ;  and  for  this  reason  it  is  that  the  perfect  oak 
and  the  anomalously  formed  oak  are  held  to  be  mere  varieties 
of  one  and  the  same  species ;  and  so  in  reference  to  small-pox 
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and  measles.  As  a  person  exposed  to  the  effluvia  of  the  most 
perfect  of  either  kind  may  be  affected  with  the  most  anoma- 
lous form  of  the  same  kind,  while  another,  exposed  to  the 
emanations  arising  from  a  third  person  affected  with  the 
anomalous  form,  may  have  the  perfect  disease,  the  anoma- 
lous and  typical  diseases  themselves  are  held  to  be  merely 
varieties  of  one  and  the  same  species. 

Typical  small-pox  and  anomalous  pox  spring  up  indiffer- 
ently from  the  same  seed,  the  conditions  of  development  only 
being  unlike. 

Typical  measles  and  anomalous  measles  spring  up  indif- 
ferently from  the  same  seed,  the  conditions  of  development 
only  being  unlike.  Hence  the  typical  and  anomalous  dis- 
eases are  mere  varieties  of  the  same  species.  But  the 
seed  of  measles  cannot  develop  small-pox,  nor  that  of 
small-pox  measles,  however  the  conditions  of  development 
be  varied,  and  therefore  it  is  that  they  are  held  to  be  true 
species. 

Having  thus  eliminated  in  respect  of  these  types  of  the 
proper  or  typical  stationary  fevers  of  Sydenham,  their  common 
invariable  characters,  it  will  be  seen  that  an  enumeration  of 
these  points  of  conformity  constitutes  a  definition  of  a  per- 
fectly natural  order  of  diseases,  viz. : 

Acute  diseases  of  definite  duration  capable  of  reproduc- 
ing themselves  and  attended  in  their  course  by  disseminated 
lesions  of  structure. 

The  distinct  species  of  disease  referable  to  this  order  are 
far  more  numerous  than  those  included  in  it  by  Sydenham ; 
to  it  unquestionably  belongs  one  disease  he  ranked  only  as  a 
moderate  effervescence  of  the  blood,  viz.,  scarlet  fever ;  and 
I  think  it  may  now  be  proved,  that  to  it  also  belong  all  those 
fevers  which  Sydenham  described  as  the  twin  sisters  of 
measles,  of  small-pox,  of  dysentery,  etc.,  those  which  may  be 
termed  the  variable  fevers.  In  fact,  that  we  have  now  reached 
that  stage  of  pathological  knowledge,  where  we  are  able  to 
include  almost  all  the  epidemic  diseases  that  affect  in  our 
day  the  inhabitants  of  Great  Britain  in  Sydenham's  order  of 
typical  or  proper  stationary  fevers,  and  to  group  them  into 
species,  and  to  show  that  each  of  these  has  preserved  through 
series  of  years,  and,  consequently,  during  many  changes  in  the 
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epidemic  constitution  of  the  atmosphere,  and  many  changes 
in  the  conditions  of  its  development,  its  essential  symptoms, 
run  its  definite  course,  been  attended  by  the  same  lesions  of 
structure,  and  continued  capable  throughout  of  reproducing 
itself  in  all  its  integrity. 

In  this  order  or  class  or  genus  are  to  be  included  the 
following  well-defined  species : — Small-pox,  erysipelas,  measles, 
typhus  fever,  scarlet  fever,  typhoid  fever,  and  relapsing  fever. 
It  is  not  to  be  supposed  that  there  are  no  other  species  belong- 
ing to  this  group.  Cholera,  to  which  it  may  be  that  autumnal 
diarrhoea  bears  the  same  relation  that  febricula  does  to  typhus, 
glanders,  yellow  fever,  and  plague,  may  possibly,  nay,  pro- 
bably, belong  here;  but  at  the  present  moment  we  are 
scarcely  in  a  position  to  assign  to  them  so  definite  a  place. 
There  is  another,  it  appears  to  me,  equally  natural  group  of 
diseases,  to  which  I  shall  have  occasion  hereafter  to  refer 
more  particularly,  from  the  fact  of  cases  of  the  species  which 
I  would  include  in  it  being  often  confounded  with  some  of 
those  of  the  acute  specific  diseases.  This  order,  however,  for 
the  sake  of  comparison  with  that  just  described,  I  shall  now 
define,  and  thus : 

Acute  diseases  of  definite  duration  attended  in  their 
course  by  disseminated  lesions  of  structure,  but  incapable  of 
reproducing  themselves. 

As  examples  of  this  order  I  may  mention  : — 

Acute  tuberculosis. 

Acute  purulent  diathesis,  or  pyogenic  fever. 

Acute  cancer. 

I  have  spoken  of  the  diseases  of  the  order  I  first  defined 
simply  as  acute  specific  diseases,  yet  our  present  knowledge 
almost  justifies  the  term  of  acute  specific  blood  diseases ;  for, 
although  actual  observation  has  failed  to  demonstrate  any 
constant  change  in  the  composition  of  that  fluid  in  any  one 
of  these  diseases,  yet  there  is  no  question  that  the  blood  is  at 
the  outset  either  the  medium  for  the  circulation  of  the  seed, 
poison,  materies  morbi,  ferment,  or  whatever  be  the  particular 
principle  on  which  the  development  of  the  phenomena  which 
indicate  the  existence  of  these  diseases  depends ;  or,  that 
from  the  very  first  the  infectious  principle  produces  such  a 
change  in  the  blood  itself,  that  that  fluid  is  so  altered  hi 
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quality  as  to  produce  the  phenomena  of  the  disease.  But 
that,  whatever  be  the  condition  of  the  blood  at  the  outset  of 
these  affections,  it  does,  in  the  progress  of  severe  cases, 
undergo  some  change,  is  a  matter  of  direct  observation,  for 
chemically  and  microscopically  it  then  differs  from  healthy 
blood. 

There  are  several  indirect  evidences  also  of  an  abnormal 
condition  of  the  blood  in  the  diseases  of  which  I  am  speaking ; 
e.g.  the  alteration  of  the  animal  temperature  and  the  depar- 
ture from  health  of  the  various  secretions  from  the  very  first ; 
the  deviation  from  its  natural  size  and  consistence  of  the 
spleen  in  so  large  a  proportion  of  cases,  and  the  disseminated 
character  of  the  structural  changes, — the  simultaneous  occur- 
rence of  so  many  functional  derangements,  and  subsequently 
of  so  many  organic  lesions. 

Leaving,  however,  this  point  as  beyond  the  purpose  I  have 
in  view,  I  propose  now  to  consider  the  peculiarities  mani- 
fested by  each  of  the  species  which  I  have  enumerated  as 
belonging  to  the  group  of  proper  stationary  fevers,  with 
reference  to  the  several  points  which  constitute,  considered 
generally,  the  grounds  for  their  combination  into  one  class  or 
genus,  taking  typical  cases  of  each  for  the  terms  of  compari- 
son, and 

1st.  Of  the  general  symptoms  which  precede  the  local 
lesions  of  structure,  and,  during  the  whole  course  of  the  dis- 
ease, are  out  of  proportion  to  them  in  severity — Rigors, 
abnormally  high  temperature ;  pain  in  the  back  and  limbs ; 
headache ;  mental  disturbance ;  increased  frequency  of  pulse ; 
loss  of  muscular  power,  and  general  sense  of  illness ;  these, 
it  may  be  said,  are  common  to  all,  but  still  they  present 
marked  differences  and  peculiarities  with  regard  to  each 
of  the  species  in  question. 

A  severe  rigor  often  ushers  in  an  attack  of  small-pox, 
of  erysipelas,  and  of  relapsing  fever.  Rigors  are  very 
common,  but  rarely  severe  at  the  outset  of  typhus  fever; 
they  are  of  infrequent  occurrence  in  measles  and  scarlet 
fever. 

In  typhoid  fever  rigors  are  replaced  by  a  frequently  re- 
peated sense  of  chilliness.  A  rigor  occurring  so  long  after 
the  outset  of  the  disease  as  that  which  ushers  in  the  relapse 
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in  relapsing  fever,  would,  in  typhoid  fever,  as  has  been  proved 
by  Louis,  indicate  the  establishment  of  some  serious  local 
complication. 

The  temperature  of  the  skin,  which  from  the  very  first  is 
much  higher  than  in  health  in  scarlet  and  relapsing  fevers, 
is  in  typhus  fever  peculiar  in  kind — pungent,  biting,  but  not 
particularly  high.  In  small-pox  it  often,  and  in  typhoid 
fever  occasionally,  falls  considerably  after  the  appearance  of 
the  eruption.1 

The  severity  of  the  pain  in  the  back  in  small-pox  is,  as  is 
well  known,  singularly  great ;  in  erysipelas  it  is  often  com- 
plained of  a  good  deal.  In  typhus  fever  the  pain  is  usually 
more  severe  in  the  limbs  than  in  the  back,  while  in  relapsing 
fever  it  is  commonly  present  and  often  severe  in  both  situa- 
tions. In  typhoid  fever,  scarlet  fever,  and  measles,  the  pains 
in  these  parts  are  generally  from  first  to  last  trifling. 

Present  in  all  these  diseases,  headache  varies  in  severity 
and  duration  in  each.  Thus  in  small-pox  it  is  severe  at  the 
moment  of  invasion,  but  quickly  disappears;  in  relapsing 
fever,  it  continues  through  the  whole  of  the  primary  attack 
and  of  the  relapse  ;  in  typhus  and  typhoid  fevers  it  is  one  of 
the  more  constant  symptoms  at  the  outset,  and  in  both 
disappears  spontaneously,  but  some  days  earlier  in  typhus 
fever  than  in  typhoid  fever.  Headache  is  by  no  means 
a  prominent  symptom  in  typical  cases  of  scarlet  fever  or 
measles. 

The  mind  in  scarlet  fever,  measles,  and  relapsing  fever  is 
unaffected,  or  active  delirium,  mild  in  character,  occurs  at 
night. 

In  typhoid  and  typhus  fevers  the  power  of  collecting, 
directing,  and  fixing  thought  first  fails,  then  the  power  to 
appreciate  the  duration  of  time, — periods  of  time  that  elapse 
between  given  events  are  to  the  patient's  imagination  length- 
ened, minutes  seem  hours,  hours  days,  and  days  weeks,  and 
rarely,  if  ever,  the  reverse.  In  typhus  fever  this  mental 
incapacity  gradually  merges  into  the  lower  form  of  delirium. 

1  I  speak  only  of  the  temperature  as  determined  roughly  by  the  hand. 
The  results  obtained  by  Traube  and  Zimmerman  by  the  daily  use  of  the 
thermometer,  lead  one  to  anticipate  large  advances  in  our  knowledge  from 
the  more  extensive  employment  of  that  instrument. — (Note  of  1853.) 
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The  same  happens  in  some  cases  of  typhoid  fever.  Occa- 
sionally, however,  as  in  small-pox,  active  delirium  is  one  of 
the  earliest  symptoms  in  typhoid  fever,  and  then,  as  in 
small-pox,  it  ceases  when  the  eruption  appears.  This  pro- 
bably never  occurs  in  typhus  fever. 

In  small-pox  and  scarlet  fever,  measles  and  relapsing 
fever,  the  general  sense  of  illness  may  be  extreme ;  at  the 
same  time  the  patient  loses  the  power  of  exerting  to  any  con- 
siderable extent  his  muscular  powers  ;  he  feels  and  is  really 
weak.  In  typhoid  fever,  the  loss  of  muscular  power  is  yet 
greater ;  but  it  is  in  typhus  fever  that  this  is  from  the  first 
the  most  marked.  In  small -pox,  measles,  scarlet  fever, 
erysipelas,  and  relapsing  fever,  the  patient  ordinarily  assigns 
as  the  cause  for  keeping  his  bed  a  sense  of  general  illness. 
In  typhoid  fever,  this  is  often  the  case  ;  but,  in  typhus  fever 
the  all  but  constant  reply  to  the  question,  Why  did  you  take 
to  bed  ?  is, '  Because  I  was  too  weak  to  keep  about.' 

A  frequent  pulse  is  a  symptom  common  to  all  the  acute 
specific  diseases, — one  of  their  bonds  of  union ;  but  it  is  also 
one  of  the  grounds  of  their  distinction. 

On  the  next  page  is  a  table  representing  the  pulse  typical 
of  some  of  these  diseases  : — 
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In  scarlet  fever,  the  pulse  at  the  very  outset  of  the  dis- 
ease attains  its  maximum  rate  of  frequency,  continues  at  the 
same  rate  for  a  certain  number  of  days,  and  then  graduaUy 
falls. 

In  relapsing  fever,  the  pulse  also  attains  its  maximum 
rate  of  frequency  from  the  first,  beats  at  the  same  rate  for  a 
certain  number  of  days,  and  then  suddenly  falls  to  its  rate 
in  health,  or  below  that.  Again,  after  a  limited  number  of 
days  have  elapsed,  it  suddenly  doubles  the  frequency  of  its 
beats,  and  then  a  second  time,  after  a  limited  number  of  days, 
falls  below  the  standard  of  health. 

I  may  remark  here,  with  reference  to  the  very  slow  pulse 
observed  after  the  first  and  second  stages  of  relapsing  fever, 
that  the  extremely  infrequent  pulse  is  due  not  to  any  slow- 
ness of  contraction  of  the  muscular  substance  of  the  heart, 
for  the  first  sound  is  not  lengthened,  but  to  the  duration  of 
the  pause, — that  each  beat  of  the  heart  appears  to  be  normal, 
but  the  time  that  elapses  between  the  beats  is  prolonged,  i.e. 
the  pulse  is  really  infrequent,  not  slow. 

The  reverse  of  this  is  true  in  reference  to  the  length  of 
the  first  sound  of  the  heart,  and  the  duration  of  the  pause  in 
some  cases  of  slow  pulse  in  cerebral  disease. 

Again,  as  to  the  ratio  between  the  pulse  and  the  respira- 
tion in  these  cases,  the  pulse  being  extremely  infrequent,  the 
respirations  may  preserve  their  ordinary  frequency,  fall  very 
slightly,  or  be  a  little  more  frequent  than  in  health.  So 
that,  instead  of  bearing  to  each  other  the  ratio  of  1  to  4,  the 
pulse  is  often  little  more  than  twice  as  frequent  as  the  re- 
spirations, and  the  two  may  be  almost  equal  in  frequency ; 
thus,  I  have  seen  the  pulse  during  the  stage  of  convalescence 
from  relapsing  fever  36  only,  when  the  respirations  were  30 
in  the  minute,  no  heart,  lung,  or  cerebral  disease  being 
present. 

The  influence  of  change  of  position,  of  muscular  exertion, 
on  the  frequency  of  the  pulse  in  these  cases  is  illustrated  by 
the  following  facts :  the  pulse  being  48,  the  patient  lying  on 
his  back,  rose,  on  his  assuming  the  erect  position  to  116,  the 
respiratory  movements  at  the  same  time  being  scarcely  more 
frequent  than  they  were  while  the  patient  was  in  bed. 

In  typhus  fever  the  pulse  slowly  rises  in  frequency  to  a 
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certain  point,  preserves  that  rate  of  frequency  for  a  variable 
period,  and  then  as  slowly  falls.  It  is  well  here  to  remark, 
that  whenever  an  increase  more  than  may  be  accounted  for 
by  error  in  observation,  e.g.  four  or  six  beats  in  the  minute 
in  the  frequency  of  the  heart's  beats  occurs  after  the  first  fall 
in  frequency  in  typhus  fever,  that  increase  is  the  precursor 
or  accompanies  the  development  of  some  complication. 
Thus,  in  the  sixth  case  tabulated,  erysipelas  commenced  with 
the  rise  in  the  pulse.  A  sudden  fall  in  the  rapidity  of  the 
heart's  beats  in  typhus  fever  is  occasionally  the  consequence 
of  intracranial  disease,  e.g.  hemorrhage  into  the  cavity  of  the 
arachnoid. 

In  typhoid  fever  the  pulse  rises  and  falls  in  frequency  in 
a  most  irregular  manner, — to-day  120,  to-morrow  90,  the  next 
day  120, — and  this  apparently  without  any  relation  to  the  in- 
crease or  decrease  of  the  general  or  local  affections  without 
appreciable  cause. 

The  different  influence  of  free  perspiration  in  diminishing 
the  frequency  of  the  puke  in  relapsing  fever  and  in  typhus 
fever,  is  illustrated  by  a  comparison  of  this  table,  which  is 
copied  from  a  Report  on  Continued  Fever,  by  Dr.  Flint, 
Professor  of  Medicine  in  Buffalo  University,  United  States, 
and  the  above  table,  compiled  from  my  own  observations  in 
regard  of  the  pulse  in  relapsing  fever ;  for,  in  the  cases  there 
tabulated,  the  sudden  fall  in  the  pulse  was  preceded  by 
profuse  sweating : — 

Influence  of  Perspiration  on  the  rate  of  Frequency  of 
the  Pulse  in  Typhus  Fevers. 


No.   of 
Cages. 

Day  before  Perspiration. 

Day  of  Perspiration. 

Subsequent 
Day. 

1 

120 

120  A.M.       116   P.M. 

100 

2 

108 

104 

104 

3 

132 

124 

118 

4 

108 

100 

88 

5 

128 

128 

120 

6 

156 

134 

128 

7 

110 

120 

104 

8 

106 

126 

136 

9 

90 

100 

108 

10 

111 

108 

98 
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It  is,  then,  manifest  that  those  general  symptoms  which 
the  diseases  of  this  class  have  in  common,  and  the  possession 
of  which  serves,  in  some  measure,  to  prove  their  affinity 
when  closely  examined,  indicate  their  want  of  identity. 

2nd.  The  same  affinity  and  yet  want  of  identity  is  observed 
in  regard  of  the  local  affections. 

In  six  of  the  seven — viz.  small-pox,  measles,  erysipelas, 
scarlet  fever,  typhoid  fever,  and  typhus  fever — the  skin  is 
the  seat  of  disseminated  vascular  engorgement.  In  reference 
to  relapsing  fever,  some  difference  of  opinion  on  this  point 
exists.  Cases  of  relapsing  fever,  as  of  other  diseases,  rarely 
come  under  observation  till  after  the  period  at  which  the 
German  observers  of  this  disease  state  the  rash  they  saw  in 
it  had  disappeared. 

In  a  large  proportion  of  the  cases  of  relapsing  fever  I 
have  seen  there  have  been  minute  hemorrhagic  points,  i.e. 
petechial  spots,  scattered  over  the  surface ;  but  whether  these 
were  the  result  of  disease  or  of  the  bites  of  insects  I  am 
unable  to  determine.  The  patients  that  fell  under  my  obser- 
vation were  of  the  very  lowest  class ;  but  a  similar  state  of 
skin  was  observed  in  Edinburgh,  and,  in  a  few  of  the  cases  I 
have  recorded,  there  were  on  the  skin  purple  spots  so  large 
as  to  preclude  the  idea  of  their  having  had  an  external 
origin. 

But  although  all  these  diseases — at  least  save  one — agree 
in  having  an  eruption  on  the  skin,  the  nature  of  the  eruption 
varies  in  each.  In  small-pox  it  is  a  specific  suppurative 
inflammation ;  in  scarlet  fever  it  is  diffused  vascular  engorge- 
ment, commencing  in  the  most  minute  points;  in  measles 
it  is  also  vascular  engorgement,  but  commencing  in  spots  of 
some  size ;  in  typhus  fever  there  is  a  similar  distension  of  the 
capiUaries  of  the  skin  at  detached  spots  at  the  outset,  but 
terminating,  before  the  conclusion  of  the  disease,  in  a  large 
proportion  of  cases,  in  rupture  of  one  or  more  minute  vessels 
in  each  spot.  In  typhoid  fever  the  eruption  is  due  apparently 
to  an  increased  flow  of  blood  only  to  detached  points ;  and 
rupture  of  the  vessels  at  those  points  never  occurs.  The 
spots  I  have  seen  in  relapsing  fever  have  been  evidently 
caused  by  cuticular  hemorrhage.  In  erysipelas  the  skin 
affection  appears  to  be  inflammatory  in  nature,  and  it  is 
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accompanied  by  one  of  the  effects  of  inflammation,  viz. 
effusion  of  serosity. 

Peculiarities  in  respect  of  the  parts  of  the  skin  affected. — 
The  eruption  hi  each  of  these  diseases  appears  first  on  parti- 
cular parts  of  the  body,  or  limits  itself  throughout  to  parti- 
cular parts.  In  small-pox  and  measles  the  eruption  shows 
itself  first  on  the  chin,  nose,  or  forehead,  and  thence  invades 
the  whole  face.  In  small-pox  the  skin  of  the  wrists  next 
suffers,  while  hi  measles  the  rash  gradually  passes  from  the 
face  to  the  neck,  thence  to  the  trunk,  and  subsequently  to 
the  extremities.  In  scarlet  fever  the  eruption  breaks  out  first 
on  the  root  of  the  neck,  upper  part  of  the  chest,  loins,  and 
outer  aspect  of  the  arms.  In  typhus  fever  the  back  of  the 
hands  are  the  seat  of  the  earliest  spots ;  subsequently,  the 
trunk  and  extremities,  and  it  appears  on  these  parts  almost 
simultaneously.  In  typhoid  fever  spots  scarcely  ever  appear 
on  the  face,  and  rarely  on  the  extremities.  They  are,  perhaps, 
more  numerous  on  the  posterior  surface  of  the  trunk,  but 
their  characteristic  appearance  is  best  seen  on  the  anterior. 

In  erysipelas  the  inflammation  commences  about  the 
centre  of  the  face — e.g.  over  the  lower  part  of  the  nasal 
bones — the  point  of  the  nose,  or  the  centre  of  the  upper  lip, 
or  a  little  to  one  side  of  these  parts. 

As  to  the  period  after  the  outset  of  the  disease  at  which 
tke  skin  affection  appears,  its  course  and  duration. — In  re- 
lapsing fever,  if  there  be  a  specific  skin  affection,  it  appears 
on  the  first  day  of  illness ;  the  rashes  of  scarlet  fever  and  of 
erysipelas  show  themselves  on  the  second ;  that  of  small-pox 
on  the  third ;  of  measles  on  the  fourth ;  of  typhus  fever  on 
the  fifth ;  of  typhoid  fever  on  the  eighth.  While  in  relapsing 
fever  the  duration  of  the  rash  is  less  than  twenty-four  hours ; 
in  measles,  three  or  four  days ;  in  scarlet  fever,  six  or  seven 
days;  hi  erysipelas,  seven  or  eight  days;  hi  small-pox,  ten 
or  twelve  days;  in  typhus  fever,  ten  or  twelve  days;  and, 
hi  typhoid  fever,  twelve  to  twenty  days. 

In  their  course  these  skin  affections  present  certain  pecu- 
liarities. Thus,  in  scarlet  fever,  measles,  and  small-pox  the 
eruption  disappears  first  from  the  parts  first  affected ;  so  that 
in  scarlet  fever,  for  example,  the  legs  are  brilliant  scarlet 
when  the  face  and  trunk  have  resumed  their  normal  tint. 
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The  eruption  seated  on  the  back  of  hands  in  typhus  fever 
often  disappears  in  twenty-four  hours,  while  that  which  studs 
the  remainder  of  the  surface  continues  of  one  uniform  shade 
over  the  whole  extent  to  the  last.  In  erysipelas  the  inflam- 
mation of  the  skin  spreads  from  one  spot  gradually  in  all 
directions,  ceasing  to  extend  only  with  the  cessation  of  the 
disease.  Typhoid  fever  offers  this  peculiarity,  that  succes- 
sive crops  of  spots  follow  each  other  at  short  intervals,  the 
fresh  spots  being  intermingled  irregularly  with  the  old,  and 
the  spots  which  appeared  first  never  continuing  till  the  close 
of  the  affection. 

The  scarlet  tint  of  the  rash  in  scarlet  fever ;  its  dusky  red 
hue  in  erysipelas ;  its  lake-like  shade  in  measles ;  its  mulberry 
aspect  in  typhus  fever,  and  the  rose  colour  of  the  spots  in 
typhoid  fever ;  the  broad  patches  of  eruption  in  scarlet  fever 
and  erysipelas;  the  circular,  irregularly  distributed  spots  in 
typhoid  fever;  the  crescentic  arrangement  of  the  spots  in 
measles  and  small-pox,  and  their  orderless  coalescence  in 
typhus  fever ;  the  limited  extent  of  the  eruption  in  erysipelas 
and  typhoid  fever  contrasted  with  its  wide  diffusion  in  the 
other  disease — these  are  characteristics  of  form,  colour,  and 
extent  which  need  only,  from  our  familiarity  with  them,  to 
be  mentioned. 

In  regard,  then,  to  the  skin  affection  in  the  diseases  under 
consideration,  we  observe  ,in  each  certain  peculiarities  in 
respect  of  nature,  situation,  date  of  appearance,  colour,  form, 
extent,  and  duration.  With  reference  to  the  internal  dis- 
seminated affections,  the  mucous  membranes  suffer  the  most 
markedly  in  scarlet  fever,  typhoid  fever,  erysipelas,  and  small- 
pox. In  measles,  however,  it  is  the  conjunctival,  nasal, 
buccal,  and  bronchial;  in  scarlet  fever  and  erysipelas,  the 
faucial;  in  small-pox,  the  nasal,  buccal,  laryngeal,  and 
tracheal ;  and  in  typhoid  fever,  the  bronchial  and  intestinal. 
Again,  the  nature  of  the  affection  of  the  mucous  membranes 
varies  in  each;  in  measles,  it  is  active  congestion,  with 
abundant  secretion  from  the  membrane;  in  erysipelas,  in- 
flammation of  a  peculiar  type,  with  dryness  of  the  surface 
of  membrane,  and  serous  effusion  beneath  it ;  while  in  small- 
pox the  tendency  is  to  suppuration ;  and  in  scarlet  fever  and 
typhoid  fevers,  to  ulceration.  In  typhus  fever,  the  mucous 
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membranes  suffer  congestion  only  in  common  with  other 
structures,  if  seated  in  depending  parts  of  the  body.  Dis- 
seminated inflammations  of  the  serous  membranes  are  re- 
markably common  in  typhoid  and  scarlet  fevers;  compara- 
tively rare  in  measles  and  typhus  fever.  Enlargement  of 
the  spleen  is  common  in  and  to  all;  while  in  typhoid  and 
scarlet  fevers  and  erysipelas  it  is  especially  that  the  lympha- 
tic glands  suffer. 

3rd.  The  duration  of  all  these  acute  specific  diseases  is 
limited,  neither  lasts  longer  than  a  month,  and  many  have 
completed  their  course  long  before  that  time.  Neither  one 
continues  more  than  a  given  number  of  days. 

As  to  the  mode  in  which  this  is  determined,  from  the 
sudden  commencement  and  abrupt  termination  of  relapsing 
fever,  and  the  fact  that  it  is  usually  uncomplicated,  there  is 
no  difficulty  in  fixing  its  duration. 

The  data  for  determining  the  duration  of  all  the  other 
diseases  of  this  class  are  derived,  first,  from  a  consideration 
of  the  time  that  elapses  between  the  first  symptom  of  illness 
and  the  disappearance  of  the  eruption ;  and,  secondly,  from  a 
consideration  of  the  appearances  found  after  death.  The 
eruption  is  one  of  the  specific  effects  of  the  action  of  the 
exciting  cause,  i.e.  of  the  poison,  seed,  or  other  principle  of 
infection,  or  of  the  condition  of  blood  directly  produced  by 
that  exciting  cause  (and  its  continuance  is  ordinarily  equal 
in  duration,  after  its  first  appearance,  with  that  of  the  specific 
disease).  The  length  of  the  disease  is  then  at  least  the 
period  during  which  the  specific  eruption  is  present,  plus 
the  period  occupied  by  the  general  symptoms  anterior  to  the 
outbreak  of  the  skin  affection. 

The  second  class  of  data  for  determining  the  duration  is 
derived  from  the  examination  of  the  bodies  of  those  who  die 
of  these  diseases. 

Thus,  all  of  these  acute  specific  diseases  are  general  dis- 
eases, and  all  may  prove  fatal  without  any  lesion  of  structure 
of  sufficient  moment  to  account  for  death  being  found. 
Death  results,  that  is  to  say,  in  a  certain  number  of  cases  of 
each  of  these  diseases,  from  the  direct  action  of  the  poison 
which  induces  them,  i.e.  from  the  changes  directly  induced 
on  all  the  tissues  and  organs  of  the  body  by  that  poison,  or 
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by  the  blood  altered  by  that  poison.  Now,  it  is  evident  that 
death  from  this,  or  these  causes,  can  occur  only  during  the 
period  that  the  disease  itself  lasts;  therefore,  if  there  be  a 
period  in  each  of  these  affections,  after  which,  if  death  occur, 
changes  of  structure  of  sufficient  moment  or  extent  to 
account  for  death  are  always  found,  then  the  specific  disease 
must  be  held  to  continue  at  least  up  to  that  time,  whatever 
be  the  duration  of  the  eruption.  Now,  experience  proves, 
that  in  several  of  these  diseases  there  is  such  a  time,  and  has 
shown,  moreover,  that  it  is  never  later  in  each  of  the  diseases 
than  the  time  when  the  eruption  fades  in  typical  cases. 
Thus,  the  eruption  of  scarlet  fever  has  disappeared  in  typical 
cases,  by  the  ninth  or  tenth  day  of  disease.  If  death  occur 
in  scarlet  fever  before  the  latter  date,  then  experience  shows 
that  in  a  certain  proportion  of  cases,  no  appearances  are 
found  of  sufficient  importance  to  account  for  death ;  while,  if 
death  occur  after  that  date,  then  death  may  invariably  be 
explained  by  the  lesions  discovered.  If,  in  typhus  fever, 
death  ensue  within  twenty-one  days  after  the  first  symptoms 
of  illness,  then  may  no  deviation  from  healthy  structure, 
such  as  experience  proves  to  be  capable  of  producing  death, 
be  discovered ;  while,  after  twenty-one  days,  extensive  altera- 
tions of  structure  are  constantly  found. 

If  a  case  of  typhoid  fever  prove  fatal  before  the  twenty- 
eighth  day  of  disease,  then  may  slight  ulceration  of  the 
mucous  membrane  covering  Peyer's  patches,  some  enlarge- 
ment of  the  mesenteric  glands  and  spleen,  be  the  only  aber- 
rations from  the  normal  condition  exposed  by  the  most 
careful  examination  of  the  body;  while,  after  the  thirtieth 
day  of  disease,  aberrations  from  healthy  structure  of  the 
gravest  character  may  always  be  demonstrated  after  death. 

On  the  table  are  parts  of  the  small  intestines  from  two 
females,  who  died  respectively  on  the  fifth  and  fourteenth 
day  of  typhoid  fever.  In  neither  preparation  is  the  intestinal 
disease  very  grave  in  character,  yet  scarcely  any  other  change 
of  structure  was  detected.  For  the  one  preparation  I  am 
indebted  to  my  friend  Dr.  Sankey,  and  for  the  other  to  my 
friend  and  colleague  Dr.  Parkes. 

It  is,  then,  by  a  consideration  of  the  period  that  elapses 
between  the  outset  of  the  disease,  when  the  invasion  has  been 
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sudden,  and  the  cessation  of  the  eruption;  and  the  period 
after  the  first  symptoms,  when  also  the  invasion  has  been 
sudden,  at  which,  if  death  occur,  no  lesions  of  structure  to 
account  for  death  are  to  be  found,  that  we  determine  the 
duration  of  the  acute  specific  diseases. 

By  the  aid  of  the  latter  of  these  two  points,  it  is,  espe- 
cially, that  we  are  enabled  to  separate  the  duration  of  the 
illness  from  the  duration  of  the  specific  disease.  Practically, 
with  regard  to  some  of  these  diseases,  this  separation  is  gene- 
rally, because  readily,  effected ;  the  duration  of  the  specific 
disease  being  determined  by  the  duration  of  the  symptoms 
of  invasion,  and  of  the  eruption,  the  physician  seeks  for  the 
complication  by  which  the  symptoms  of  illness  are  kept  up. 
No  one  would  say  scarlet  fever  had  lasted  for  seven  weeks, 
because  a  person  suffering  from  that  affection  had  pleurisy 
established  in  its  course,  which  pleurisy,  passing  into  a 
chronic  state,  ran  a  course  of  six  weeks.  If  such  a  case 
proved  fatal,  it  would  be  at  once  admitted  that  the  patient 
had  died  of  a  disease  which  had  commenced  during  the  pro- 
gress of  the  scarlet  fever,  and  continued  after  the  latter  had 
ceased.  The  same  admission  would  be  equally  correct,  even 
though  the  disease  of  which  the  patient  died  was  one  of  those 
which,  in  a  mild  or  severe  form,  invariably  accompanies  scarlet 
fever,  e.g.  the  throat  affection ;  thus,  in  a  case  I  saw  lately, 
sloughing  and  ulceration  of  the  fauces — established  by  the 
action  of  the  specific  disease — continued  to  progress  after  the 
latter  had  itself  ceased,  and  ultimately  caused  the  patient's 
death  two  or  three  weeks  after  the  scarlet  fever  had  terminated. 
I  say  with  regard  to  scarlatina  and  some  other  of  these  diseases, 
this  separation  of  the  duration  of  the  specific  disease  from  the 
duration  of  the  illness  is  made,  and  consequently  the  former 
can  have  assigned  to  it  as  definite  a  duration  in  complicated 
as  in  uncomplicated  cases, — in  those  unattended  by  an  erup- 
tion as  in  those  attended  by  an  eruption.  But  with  regard  to 
typhus  and  typhoid  fevers,  the  line  in  question  has  not  been 
drawn,  and  we  find,  consequently,  the  duration  of  the  latter 
said  to  be  sometimes  as  much  as  sixty  days,  and  that  when 
no  relapse  has  occurred.  This  confounding  the  duration  of 
the  illness  with  the  length  of  the  specific  disease  is  an  error 
into  which  I  think  some  of  the  most  able  writers  on  these 
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diseases  have  fallen.  In  typhoid  fever,  as  in  scarlet  fever, 
there  are  two  classes  of  lesions  of  structure  discovered  after 
death — 1st,  those  which  are  invariably  present ;  and,  2ndly, 
those  which  are  more  or  less  frequently  the  result  of  the 
disease.  An  instance  of  the  former  is  ulceration  of  Peyer's 
patches  ;  of  the  latter,  pleurisy  and  pneumonia.  Now,  having 
been  established  in  the  course  of  the  specific  disease,  either 
one  of  these  may  continue  to  progress  after  that  has  termi- 
nated, and  all  the  general  effects  of  ulceration  of  the  small 
intestines,  or  of  thoracic  inflammation,  be  the  result.  The 
pulse  may  continue  frequent,  the  skin  hot,  and  the  patient 
be  delirious,  and  yet  the  fever  may  have  ceased,  the  specific 
disease  have  terminated. 

Determined  by  the  data  to  which  I  have  referred,  each  of 
the  acute  specific  diseases  has  a  definite  duration,  i.e.  with 
regard  to  each  there  is  a  date  capable  of  being  fixed  absolutely, 
by  which  time  the  patient  either  dies,  or,  so  far  as  concerns 
the  specific  disease,  recovers. 

The  duration  is  different  for  each  species ;  thus,  for 
measles  it  is  seven  or  eight  days ;  for  scarlet  fever,  eight  or 
nine  days ;  for  erysipelas,  about  fourteen  days ;  for  small-pox 
the  same,  supposing  in  all  four  the  eruption  to  have  made  its 
appearance  on  the  typical  day ;  while,  without  regard  to  the 
date  of  the  appearance  of  the  eruption,  it  is  in  typhus  fever 
twenty-one  days,  and  in  typhoid  fever  thirty  days. 

If,  therefore,  health  be  not  restored  soon  after  these  dates, 
we  may  be  certain  that  some  other  than  the  primary  affection 
is  the  cause  of  the  continuance  of  the  symptoms.  And, 
again,  if  for  either  of  these  diseases  a  specific  exist,  or  a 
special  treatment  be  proper,  it  is  manifest  that  that  specific 
or  that  treatment  can  be  expected  to  exert  a  favourable  in- 
fluence only  during  so  many  days  from  the  onset  of  the  first 
symptoms  as  the  specific  disease  has  been  proved  to  exist. 

The  conclusion  as  to  the  duration  of  typhoid  fever  at 
which  I  arrived  from  a  consideration  of  the  points  just  re- 
ferred to,  has  recently  been  fully  confirmed  by  a  consideration 
of  a  different  class  of  facts. 

Dr.  Zimmerman  lately  published  two  papers  in  the 
Deutsche  Klinik,1  on  typhoid  fever.  He  determined  the 

1  November  1852. 
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duration  of  the  disease  thus :  He  noted  the  temperature  of 
the  patient  daily,  and  found  that  the  thermometer  indicated 
that  the  fever  ceased  some  time  between  the  21st  and  28th 
days ;  that  is  to  say,  then,  for  the  first  tune  after  the  com- 
mencement of  the  illness,  the  thermometer  being  introduced 
into  the  mouth,  the  mercury  stood  at  the  point  at  which  it 
stands  when  placed  in  the  mouth  of  a  healthy  person.  Up 
to  the  same  date  of  the  disease,  the  patient  was  proved  by 
the  balance  to  lose  weight  daily,  while  from  that  date  he  was 
proved  to  gain  weight  rapidly :  thus  a  patient  who  weighed 
before  his  illness  170  Ibs.,  on  the  22nd  day  of  disease  weighed 
only  119  Ibs.,  and  on  the  26th  day  only  117  Ibs.  On  the  30th 
day  he  was  found  to  have  gained  3lbs.,  i.e.  he  weighed  120  Ibs., 
and  on  the  39th  day  his  weight  was  124  Ibs. ;  no  alteration  in 
his  diet  of  sufficient  consequence  to  account  for  the  increase 
having  been  made. 

4th.  The  last  point  common  to  all  these  diseases  is,  that 
they  have  a  specific  cause.  But  although  all  are  capable  of 
reproducing  themselves,  there  is  not  one  which  does  not  some- 
times arise  under  circumstances  in  which  it  is  impossible  to 
trace  the  existence  of  any  source  of  contagion, — that  is  to 
say,  there  is  not  one  which  does  not  sometimes  appear  to 
arise  spontaneously.  But  the  frequency  with  which  this 
happens  differs  considerably.  It  rarely  happens  that  cases 
of  small-pox,  the  disease  not  being  epidemic,  are  unable  to  be 
traced  to  their  origin.  The  inability  to  refer  the  disease  to 
contagion  is  more  common  in  respect  of  cases  of  scarlet  fever, 
measles,  and  typhus  fever,  while  the  contagious  nature,  even 
of  erysipelas  and  of  typhoid  fever,  has  been  called  in  ques- 
tion. Nay,  it  was  long  held  that  typhoid  fever  differed  from 
typhus  fever  for  this  reason  among  others,  that  while  the 
latter  was  contagious,  the  former  possessed  no  power  of  re- 
producing itself.  The  memoir  of  M.  Piedvache, '  Recherches 
sur  la  Contagion  de  la  Fievre  Typhoide,  et  principalement 
sur  les  Circonstances  dans  lesquelles  elle  a  lieu,  par  Joseph 
Piedvache,  Paris,  1850,'  has  for  ever  laid  this  doubt.  That 
observer  has  shown,  that  if  the  conditions  of  development  be 
given,  typhoid  fever  has  the  power  of  reproducing  itself,  and 
has  adduced  several  instances  in  which  persons  in  attendance 
on  cases  of  typhoid  fever,  not  only  contracted  the  same  disease, 
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but,  having  been  removed  while  ill  to  houses  situated  miles  dis- 
tant from  the  primary  case,  and  where  no  fever  existed,  com- 
municated the  disease  to  their  relatives  and  friends.  As  a  rule, 
those  only  had  the  disease  who,  in  imperfectly  ventilated  rooms, 
were  in  close  and  continued  communication  with  the  sick  man. 

But  let  the  cases  of  that  disease  collected  together  be 
numerous,  and  the  attendant  fully  exposed  to  the  effluvia, 
and  it  will  spread  among  them  in  the  best  ventilated  places 
as  freely  as  typhus  fever.  For  example,  the  number  of  nurses 
who  suffered  from  typhoid  fever  during  the  time  I  visited 
the  London  Fever  Hospital  was  as  great  as  the  number  of 
those  who  had  typhus  fever,  while,  during  the  same  time,  one 
of  the  medical  attendants  had  typhus  fever,  and  just  before 
one  had  died  of  typhoid  fever. 

It  would  appear  that  the  seeds  of  these  specific  diseases 
differ  from  each  other,  like  the  seeds  of  plants,  not  only  in 
requiring  more  or  less  different  conditions  for  their  develop- 
ment, but  also  in  the  facility  with  which  their  germinating 
powers  are  destroyed. 

I  cannot  call  to  mind  a  single  instance  of  a  case  of  small- 
pox being  received  into  the  wards  of  a  general  hospital 
without  the  disease  spreading  to  one  or  more  of  those  in 
relation  or  proximity  to  it ;  while  I  can  remember  only  two 
instances  of  the  extension  of  typhoid  fever  when  cases  of 
that  disease  were  scattered  through  the  wards  of  a  general 
hospital ;  and  in  these  cases  it  was  the  friends  of  the  patient 
— the  mother,  in  one  instance,  who  had  watched  by  her  son 
night  and  day — who  suffered. 

The  following  facts,  given  by  Dr.  Flint  of  Buffalo,  are  of 
interest,  as  bearing  on  this  point  and  some  others  connected 
with  the  means  of  the  propagation  of  the  contagious  diseases. 
At  North  Boston,  Erie  county,  United  States,  in  1843,  resided 
nine  families.  Taking  a  tavern  for  the  centre,  seven  of  the 
nine  lived  within  an  area  of  100  rods  in  diameter. 

All  the  inhabitants,  with  the  exception  of  the  members  of 
one  family,  were  in  the  habit  of  frequenting  the  tavern.  A 
feud  existed  between  the  master  of  that  one  and  the  tavern- 
keeper.  A  man  labouring  under  typhoid  fever  (a  disease 
previously  unknown  in  North  Boston)  took  up  his  residence 
at  the  tavern  September  21st,  and  died  October  29th 
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Between  October  19th  and  December  7th,  twenty-eight 
persons  in  this  little  community  had  typhoid  fever.  Three 
families  only  escaped  the  disease,  viz.  the  two  residing  the 
farthest  from  the  tavern,  and  that  of  the  man  who  had  a 
quarrel  with  the  tavern-keeper,  and  who,  consequently,  never 
visited  at  his  house.  Now,  a  fact  of  interest  in  this  case  is, 
that  all  the  families  in  which  the  disease  appeared  drew  their 
supply  of  water  from  the  well  of  the  tavern,  while  two  out  of 
the  three  that  escaped  had  their  water  from  other  sources. 

The  man  at  feud  with  the  tavern-keeper  was  accused  of 
having  poisoned  the  well  of  the  tavern.  He  resided  nearer 
than  any  of  the  others  to  the  tavern.  None  who  visited  the 
village  simply  for  the  purpose  of  rendering  assistance  to  the 
inhabitants  contracted  the  disease. 

In  concluding  this  review  of  the  typical  causes  of  the 
acute  specific  diseases,  I  would  observe,  that,  as  the  patho- 
logical tendency 

of  small-pox  is  to  produce  inflammation  and  suppuration ; 
of  measles  „  active  congestion ; 

of  scarlet  fever       „  inflammation  and  ulceration ; 

of  typhoid  fever    „  inflammation  and  ulceration ; 

of  typhus  fever      „  congestion    and    extravasation    of 

blood ; 
of  erysipelas          „  inflammation  and   effusion   of  se- 

rosity ; 

it  is  probable  that  the  pathological  affinity  of  typhoid  fever 1 
is  with  scarlet  fever  rather  than  with  typhus  fever  or  relapsing 

1  I  have  been  repeatedly  asked,  Why  give  names  so  nearly  alike  to  things 
so  distinct  as  typhoid  and  typhus  fevers  ?  The  former  name,  moreover,  it 
has  been  said,  is  very  inappropriate. 

Two  circumstances  have  prevented  me  from  proposing  another  name  for 
typhoid  fever  ;  1st,  the  fact  of  the  disease  having  been  described  by  that 
name  in  the  classical  works  of  Louis,  Chomel,  Jackson,  Bartlett,  and  others  ; 
and,  2nd,  my  inability  to  find  a  name  for  it  so  appropriate  as  to  justify  the 
attempt  to  displace  the  old  one. 

Dr.  Babington  proposed  to  me  the  name  '  febris  tympanica  ; '  Dr.  Hare 
that  of  '  sepomia,'  to  express  the  disease  in  question.  Nervous  fever  was  the 
old  English  name. 

Many  of  the  German  and  some  English  writers  have  adopted  the  term 
'  typhus  abdominalis  ; '  to  this  term  I  object  strongly,  because,  especially, 
it  involves  a  theory  concerning  the  nature  of  the  disease  maintained  by  no 
sound  authority. 
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fever;  and  that  the  pathological  affinity  of  typhus  fever  is 
with  measles  rather  than  with  typhoid  fever  or  relapsing 
fever;  while  the  symptoinatological  affinity  of  relapsing 
fever  is  with  the  class  of  diseases  in  which  intermittent  fever 
ranks,  rather  than  with  typhus  fever  or  typhoid  fever, 
although  etiologically  its  place  is  among  the  acute  specific 
diseases. 

In  my  next  lecture,  I  propose  to  consider  the  essential  and 
determining  causes  of  the  deviations  from  their  types  of  par- 
ticular cases  of  the  acute  specific  diseases;  and  to  give  a 
brief  sketch  of  some  of  the  varieties  thus  produced. 


LECTURE    II 

Varieties  of  acute  specific  diseases  —  A.  Their  essential 
causes — Differences  in  severity — Influence  of  specific 
local  processes — As  to  skin  affection — As  to  laryngeal 
and  intestinal  lesions — Occurrence  of  local  complica- 
tions. B.  Determining  causes  of  variations — Vital  con- 
ditions of  patient — External  condition — Atmospheric 
changes — Epidemic  constitution — Endemic  influences. 
G.  Phenomena  of  variations — In  Small-pox — Typhoid 
fever — Scarlatina — Measles — Typhus  fever — Relapsing 
Fever — Erysipelas. 

IN  practice,  deviation  from  the  types  of  the  acute  specific 
diseases  that  I  compared  in  my  last  lecture,  continually  pre- 
sent themselves ;  and  I  propose  now  to  consider,  in  regard  of 
these  varieties — 

A.  Their  essential  causes. 

B.  Their  determining  causes. 
And  C.  their  phenomena. 

A.  The  essential  causes  of  the  differences  in  the  symptoms 
and  lesions  of  structure  of  the  acute  specific  diseases  may  be 
referred  to  three  heads,  viz. : — 

(a)  To  differences  in  the  severity  of  the  general  specific 
disease. 

(6)  To  variations  in  date  of  origin,  extent,  severity,  course, 
and  duration  of  the  specific  local  processes,  and  to  their 
immediate  effects. 

(c)  To  the  presence  and  varying  degree  of  severity  of 
functional  or  organic  complications. 

(a)  Of  the  deviations  from  their  type  produced  by  differ- 
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ences  in  the  severity  of  the  general  specific  disease,  scarlet 
fever  and  typhus  fever  afford  the  most  frequent  and  striking 
illustrations;  and  for  these  two  reasons,  viz. — 1st,  that,  in 
both,  death  is  not  unfrequently  caused  by  the  general  disease, 
independently,  that  is  to  say,  of  any  change  of  structure; 
and,  2nd,  that,  in  both,  the  general  disease  is  often  of  the 
most  trivial  character,  and  runs  its  course  unattended  by  any 
grave  or  prominent  local  affection. 

To  this  head  are  probably  to  be  referred  those  differences 
in  the  suddenness  of  the  access  of  these  diseases  sometimes 
observed.  The  more  severe  the  general  disease,  the  more 
suddenly  do  the  patient's  powers  succumb  to  the  impression 
produced  on  them;  and  when,  towards  the  termination  of 
the  disease,  grave  constitutional  symptoms  occur  for  the  first 
time,  they  are  usually  due — in  a  great  measure,  at  least — to 
the  severity  of  the  specific  local  processes,  or  to  the  establish- 
ment of  complications. 

(6)  As  to  the  influence  of  the  specific  local  processes.  The 
skin  affection  is  occasionally  wanting  in  all.  Arranged  in 
the  order  of  the  frequency  with  which  it  is  present  in  the 
adult,  these  diseases  stand  thus : — 

Small-pox — measles — typhus  fever  —  erysipelas  —  scarlet 
fever — typhoid  fever. 

Being  present,  the  eruption  in  the  same  diseases  varies 
infinitely  in  amount,  and,  to  some  extent,  even  in  appear- 
ance. Thus,  only  two  or  three  rose-spots  may  be  present  in 
typhoid  fever,  and  not  more  than  half-a-dozen  pustules  in 
small-pox;  while  in  the  same  diseases,  nearly  the  whole 
surface  may  be  covered  with  their  characteristic  eruptions. 
In  typhoid  fever,  a  minute  vesicle  may  in  very  rare  cases  be 
seen  on  the  apex  of  what  appear,  from  their  colour,  size,  seat, 
and  course,  to  be  rose-spots ;  and  the  pustules  of  small-pox 
are  occasionally  represented  by  papulae  or  by  watery  blebs. 
And,  again;  who  has  not  hesitated  now  and  then  to  say, 
judging  from  the  eruption  alone,  whether  a  given  case  was 
one  of  measles  or  of  scarlet  fever  ? 

This  table,  from  Killiet's  paper,1  exhibits  the  great  varia- 
tions that  .occur  in  reference  to  the  date  of  the  appearance  of 
the  eruption  after  the  first  symptoms  of  measles. 

1  Gazette  Medicale,  1848. 
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Day  of  Disease  on  which  tlie  Eruption  appeared  in  Three 
hundred  and  ninety-Jive  Cases  of  Measles. 


On  the  1st  day        in        11  cases. 
2nd                         29 

3rd 

57 

4th 

77 

5th 

76 

6th 

42 

On  the  7th  day  in  34  cases. 

8th  12 

35 


9th 
10th 

10th  to  13th 
13th  to  16th 


4 

12 

6 


The  duration  of  the  eruption  is  equally  variable.  Some- 
times it  vanishes  in  twenty-four  hours;  in  other  cases  its 
duration  is  singularly  prolonged.  Thus,  in  one  of  Rilliet's 
cases,  it  attained  its  height  as  late  as  five  days  after  its 
appearance;  and,  in  one  detailed  by  Reveille-Parise,  fifteen 
days  after  its  commencement.  Sometimes  it  almost  dis- 
appears, and  then  returns  more  intensely  than  at  first. 

In  scarlet  fever  the  date,  after  the  first  symptoms  of  ill- 
ness, of  the  appearance  of  the  rash  varies  much.  Often 
present  on  the  1st  day,  it  is  not  unfrequently  delayed  till 
the  3rd  day,  and,  in  one  of  the  cases  referred  to  in  the  table, 
it  appeared  for  the  first  time  on  the  7th  day.  Rilliet  and 
Barthez  say  that,  in  the  cases  they  watched,  the  eruption  now 
and  then  disappeared  on  the  5th  day,  and  that  it  sometimes 
continued  out  even  to  the  10th  day.  This  table  shows  the 
period  of  the  disease  at  which  I  noted  the  appearance  of  the 
rash  in  twenty-four  cases — 

Day  of  Disease  on  which  the  Rash  appeared  in  Twenty-four 
Cases  of  Scarlet  Fever. 

On  the  1st  day  in          7  cases.  On  the  5th  day  in  1  case. 

„        2nd,,  „  10      „                 „      6th    „  „  1      „ 

»       3rd  „  „          2      „                „      7th    „  „  1      „ 

„        4th  „  „  2      „ 

And  the  following  table  the  day  of  the  disappearance  of  the 
rash  in  fifty-four  unselected  cases,  including  all  those  that 
have  come  under  my  care  in  the  Hospital  for  Sick  Children : — 

Day  of  Disease  by  which  the  Rash  had  Disappeared  in 
Fifty-four  Cases  of  Scarlet  Fever. 

On  the  5th  day  in     1  case.  On  the  10th  day  in  8  cases. 

»   6th  „  „     3  „       „   llth  ,,  ,,  4  „ 

,,   7th  „  „     5  „       „   13th  „  „  2  „ 

„   8th  ,,  ,,  13  „       „   14th  ,,  ,,  2  „ 

,,   9th  ,  12  .  16th  ,  2  . 
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In  typhus  fever  the  eruption  may  appear  as  early  as  the 
3rd  day;  sometimes,  however,  it  is  delayed  till  so  late  as 
the  9th  day.  This  table  shows  the  date  of  its  disappearance 
in  sixty-eight  unselected  cases — 

Day  of  Disease  by  which  the  Mulberry  Rash  had  Disappeared 

in  Sixty-eight  Cases  of  Typhus  Fever. 


On  the  7th  day    in    1  case. 
8th            1 

On  the  16th  day    in    8  cases. 
17th            8 

9th 

2 

18th 

5 

10th 

1 

19th 

5 

llth 

3 

20th 

5 

12th 

3 

21st 

4 

13th 

2 

23rd 

1 

14th 

9 

25th 

2 

15th 

8 

In  typhoid  fever  the  eruption  may  be  seen  as  early  as  the 
5th  day  of  disease,  while  spots  sometimes  appear  for  the 
first  time  as  late  as  the  20th  day,  and  fresh  spots  as  late  as 
the  32nd  day. 

The  day  of  appearance,  and  the  duration  of  the  skin 
affection,  in  small-pox,  are  comparatively  constant,  but  the 
modifications  in  the  other  symptoms  produced  by  its  extent 
and  severity  are  very  great. 

'  Very  many  patients,'  says  Dr.  Gregory,  '  die  between  the 
8th  and  12th  days  of  the  eruption,  from  the  combined  effects 
of  cutaneous  and  cellular  inflammation.' 

The  specific  local  process  of  the  skin  modifies  the  symptoms 
of  small-pox ;  1st,  by  interfering  with  the  due  performance  of 
the  functions  of  that  structure ;  and,  2nd,  by  exciting 
symptomatic  constitutional  disturbance. 

Erysipelas  is  another  of  these  acute  specific  diseases  in 
which  the  external  local  process  is  in  some  instances  so  severe 
as  to  modify  greatly  the  phenomena  of  the  disease.  Some- 
times the  inflammation,  instead  of  causing  redema  only  of  the 
subcutaneous  tissue,  leads  to  the  exudation  of  pus  blastema ; 
the  constitutional  disturbance  is  in  such  cases  fearfully 
increased  by  the  severity  of  the  local  process,  and  the  dura- 
tion of  the  general  illness  greatly  prolonged. 

As  to  the  symptoms  due  to  the  internal  specific  local 
processes,  they  also  may  be  altogether  absent.  We  see  measles 
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without  catarrhal  symptoms ;  scarlet  fever  without  sore 
throat ;  small-pox  without  any  affection  of  the  nasal,  buccal, 
or  laryngeal  mucous  membranes ;  typhoid  fever  without 
diarrhoea ;  erysipelas  without  pain  in  deglutition, — and  in  all 
we  see  the  symptoms  of  the  internal  affections  most  intense. 
The  influence  of  the  internal  specific  processes  in  modifying 
the  symptoms  is  well  seen  in  some  cases  of  small-pox  and 
typhoid  fever. 

In  small-pox,  about  the  seventh  day  of  the  eruption, 
severe  symptoms,  arising  from  the  specific  process  established 
in  the  larynx  and  trachea,  are  not  uncommon.  The  patient 
up  to  that  tune  has  perhaps  suffered  severely,  but  yet  from 
no  symptoms  calculated  to  aAvaken  alarm  in  the  inexperienced. 
A  little  hoarseness,  some  hard  cough,  first  dry,  and  subse- 
quently accompanied  by  tenacious  mucous  expectoration,  are 
all  that  indicate  the  presence  of  the  specific  lesion,  which  in 
two  or  three  days  more  proves  fatal. 

The  laryngeal,  like  the  skin  affection,  modifies  the 
symptoms  of  small-pox  in  two  ways — 

1st,  By  exciting  symptomatic  constitutional  disturbance, 
and  so  adding  in  appearance  to  the  severity  of  the  specific 
constitutional  disturbance ;  and, 

2nd,  By  interfering  with  the  due  performance  of  the 
respiratory  function. 

The  specific  intestinal  and  mesenteric  diseases  olten  give 
a  complexion,  as  it  were,  to  cases  of  typhoid  fever ;  and  they 
do  so — 

Sometimes  by  inducing  direct  abdominal  symptoms  of  a 
more  severe  character  than  occur  in  typical  cases ;  e.g.  great 
pain,  distention  of  the  abdomen,  or  extreme  sensibility  to 
pressure. 

Sometimes,  by  leading  to  diarrhosa,  or  to  hemorrhage 
from  the  bowels,  and  so  depressing  the  powers  of  the  patient 
that  he  is  unable  to  bear  up  against  the  specific  general 
disease. 

In  some  cases  the  hemorrhage  itself  proves  directly  fatal ; 
thus,  I  have  seen  a  man  suffering  from  typhoid  fever  at  a 
time  when  his  general  powers  were  little  impaired,  when  he 
was  able  to  sit  up  and  converse  freely  with  those  around  him, 
suddenly  lose  so  much  blood  from  the  bowels  as  to  be  reduced 
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in  half-an-hour  to  a  state  of  extreme  exhaustion,  and  then,  in 
the  course  of  a  few  hours,  be  carried  off  by  a  return  of  the 
hemorrhage. 

And  sometimes  by  causing  perforation  of  the  peritoneum. 
When  this  occurs,  the  patient  may  sink  rapidly  from  acute 
general  peritonitis,  or  more  gradually  from  a  more  chronic 
form  of  the  same  disease. 

The  primary  breach  of  surface  of  the  intestinal  mucous 
membrane  seems  to  be  effected  in  three  modes — 

1st,  By  thickening  and  softening  of  the  mucous  mem- 
brane, and  then  the  detachment  of  the  softened  membrane, 
in  the  form  of  molecules  of  inappreciable  magnitude.  2nd, 
By  the  effusion  of  lymph  on  and  into  the  mucous  membrane, 
and  the  separation  of  the  former  with  minute  portions  of  the 
latter, — still  portions  of  some  size.  3rd,  By  the  detachment 
of  large  sloughs.  In  these  latter  cases  there  is  always,  at  an 
early  stage  of  the  disease,  a  deposit  of  protein  matter — using 
that  word  in  its  largest  sense — in  the  submucous  cellular 
tissue.  This  substance  is  friable,  of  a  pale  yellowish  colour, 
and  now  and  then  marked  with  vascular  strise,  apparently  the 
vessels  of  the  tissue  in  which  it  is  placed.  It  has  been  called 
typhus  matter,  and  is  susceptible  only  of  the  lowest  form  of 
cell-development.  It  is  probably  rarely,  if  ever,  absorbed 
from  the  submucous  tissue,  and  never  enters  into  permanent 
relation  with  the  structures  amid  which  it  is  placed.  Before 
the  thirtieth  day  of  disease,  the  whole  of  this  matter  is  ejected ; 
and  in  this  wise,  by  its  accumulation  in  the  submucous  tissue, 
the  nutrition  of  the  mucous  membrane  is  so  seriously 
impaired  that  it  dies,  and  then  both  it  and  the  foreign  matter 
are  thrown  off  in  the  form  of  a  slough  of  considerable  size. 
Sometimes  the  whole  of  the  newly-deposited  protein  matter 
is  separated  at  the  same  instant,  at  others  it  comes  away  in 
several  pieces.  But  however  this  may  be,  when  the  whole  of 
it  has  been  thrown  off,  the  mucous  membrane  is  found  to 
have  been  detached  from  the  submucous  tissue  to  a  greater 
extent  than  it  has  been  destroyed ;  so  that,  if  a  portion  of 
intestine,  on  which  is  an  ulcer  in  this  stage,  is  placed  in  water, 
the  edges  of  the  ulcer  float  upwards,  as  in  this  preparation 
put  up  by  my  friend  Dr.  Sankey,  and  this  from  University 
College  Museum. 
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Destruction  of  the  other  coats  of  the  intestine  is  effected 
thus — by  ulceration,  or,  as  ulceration  is  pathologically  termed, 
by  molecular  death,  the  inferior  layer  of  the  subnmcous 
cellular  tissue  is  destroyed,  and  then  the  floor  of  the  ulcer  is 
formed  of  the  muscular  fibres  of  the  intestine.  These  fibres 
swell,  grow  intensely  red,  soften  and  then  die  molecularly, 
and  so  the  peritoneal  coat  is  exposed. 

The  actual  perforation  of  this  membrane  may  be  the 
result  of  the  continuance  of  the  process  by  which  the  mus- 
cular coat  was  destroyed,  viz.  molecular  death,  and  then  one 
or  more  minute  rounded  apertures  are  formed  in  the  floor  of 
the  ulcer ;  more  commonly  a  portion  of  the  peritoneum  of 
some  magnitude  dies,  and  then  a  slough  dyed  with  the 
intestinal  fluids  may  be  found  in  some  cases  attached  to  one 
point  of  the  aperture ;  and  lastly,  but  so  rarely  that  it  has 
been  denied  by  some,  rupture  of  the  delicate  layer  of  peri- 
toneum that  constitutes  the  floor  may  take  place.  Of  this 
perforation  of  the  intestine  by  rupture  I  do  not  myself 
remember  ever  to  have  seen  an  example  in  typhoid  fever; 
but  I  have  seen  an  unequivocal  case  of  the  kind  in  a  child 
the  subject  of  tubercular  ulceration  of  the  large  intestine; 
and,  from  the  tenuity  of  the  floor  of  the  ulcer  in  some  cases  of 
typhoid  fever  that  have  fallen  under  my  observation,  I  cannot 
doubt  the  possibility  of  its  occurrence  in  that  disease.  The 
fact  of  such  an  accident  being  possible  should  teach  us  to  be 
careful  in  manipulating  the  abdomen  of  patients  in  an 
advanced  stage  of  typhoid  fever. 

As  the  destruction  of  the  walls  of  the  intestines  progresses 
lymph  is  sometimes  deposited  on  the  external  surface  of  the 
peritoneal  coat  corresponding  to  the  ulcers,  without  adhesions 
to  surrounding  parts  being  effected.  But  in  some  cases 
adhesions  are  formed,  and  then  perforation  of  the  intestinal 
walls  may  take  place  without  any  escape  of  the  intestinal 
contents  into  the  peritoneal  cavity.  Sometimes,  again, 
adhesions  unite  adjacent  folds  of  the  intestine,  and  the 
borders  of  these  folds  adhering  to  the  parietal  peritoneum, 
a  circumscribed  cavity  is  formed.  Opening  into  such  a  cavity 
an  aperture  is  sometimes  found  communicating  with  the 
interior  of  the  intestinal  canal.  In  such  cases  a  considerable 
period  may  elapse  between  the  perforation  and  the  escape  of 
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the  contents  of  the  intestines,  and  the  death  of  the  patient, 
and  then  most  extensive  organic  changes  may  be  discovered 
after  death.  In  such  a  case  I  have  seen  large  tracts  of  the 
parietal  peritoneum  destroyed  by  ulceration  and  sloughing. 

But,  however  perforation  of  the  intestine  is  effected  in 
typhoid  fever,  and  whatever  adhesions  take  place,  it  may  be 
laid  down  as  a  law,  to  which  nothing  on  record  affords 
an  exception,  that  ultimate  recovery  is  never  accomplished, 
and  that,  sooner  or  later,  death  is  the  consequence  of  intes- 
tinal perforation.  The  adhesions,  as  Rokitansky  says,  are 
never  permanent. 

To  describe  the  general  appearance  and  the  structure  of 
the  glandulse  agminatse,  or  Peyer's  patches,  is  here  needless  ; 
every  one  is  familiar  with  them.  But  there  are  one  or  two 
points  in  connection  with  these  structures  to  which  I  must 
advert,  because  errors  respecting  them  have  found  their  way 
into  very  able  works ;  for  example,  Dr.  Flint's  reports.  I 
allude  especially  to  their  anatomical  characters,  and  the  sig- 
nification of  their  degree  of  visibility. 

(1)  In  young  children  Peyer's  patches  are  always  readily 
seen,  and  about  the  period  of  the  first  dentition,  are  often 
very  distinct.       Their  extreme  visibility  in   the  intestines 
of  these  subjects,  as  well  as  in  those  of  some  adults,  is  ordi- 
narily due  to  the  prominence  of  the  ridges  of  mucous  mem- 
brane between  the  pits  in  which  the  sacculi  lie.     This  is  well 
seen  in  this  preparation  of  the  intestines  of  a  young  child 
who  died  of  bronchitis ;  in  this  preparation,  from  the  College 
Museum. ;  and  in  this  preparation  from  the  Museum  of  Uni- 
versity College,  of  the  intestine  of  an  adult  killed  (while  in 
health)  by  an  accident. 

(2)  In  aged  persons,  and  in  some  adults  less  advanced  in 
years,  Peyer's  patches  readily  catch  the  eye,  in  consequence  of 
their  being  smooth,  and  of  an  opaque  dull  white  hue.     In 
such   cases   they  are   sometimes  less  prominent   than   the 
adjacent  membrane. 

When  the  patches  have  lost  the  projections  between  the 
pits,  and  have  not  experienced  that  conversion  of  structure 
which  is  indicated  by  the  appearances  just  mentioned,  they 
may  readily  be  passed  by  unnoticed ;  nay,  may  require  to  be 
sought  for  carefully  before  they  can  be  discovered.  Under 
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these  circumstances  they  have  been  sometimes  said  to  be 
absent. 

(3)  A  third  cause  of  the  facility  with  which  Peyer's  patches 
are  seen  is,  that  they  sometimes  remain  pale  when  the  vessels 
of  the  mucous  membrane  around  them  are  injected  with 
blood. 

(4)  While  a  fourth  reason  of  their  distinctness  is  the  pre- 
sence on  them,  in  some  cases,  of  small  blackish  grey,  or  black 
points,  giving  to  them  an  aspect  which  has  been  compared 
to  the  recently  shaven  beard.     This  appearance  is  produced 
by  the  action  of  the  intestinal  gases  on  the  blood  contained 
in  the  capillaries  which  lie  in  the  folds  of  mucous  membrane 
surrounding  the  pits  containing  the  sacculi. 

No  one  of  these  four  conditions  of  the  glandulse  agminatae, 
or  Peyer's  patches,  is  connected  with  any  particular  disease, 
though  the  last  mentioned  occurs  whenever  the  circulation 
through  the  vessels  of  these  parts  has  been  delayed  for  any 
length  of  tune.  This  much  is  certain,  that  they  have  no  con- 
nection with  the  lesions  proper  to  any  form  or  species  of 
fever. 

In  the  mesenteric  glands  exudation  matter  is  sometimes 
found  identical  in  appearance  with  that  in  the  submucous 
tissue  of  the  intestine.  Like  that  it  is  susceptible  only  of  the 
lowest  cell-development,  and  therefore  incapable  of  forming  a 
permanent  part  of  the  organism.  From  its  situation  it  cannot, 
like  that  in  the  submucous  tissue,  be  ejected.  It  appears  to 
undergo  two  changes,  viz.  softening  and  fatty  degeneration. 

By  its  softening  it  forms  a  purulent-looking  fluid,  and 
constitutes  a  variety  of  pseudo-abscess.  The  fluid  thus  found 
may  be  absorbed,  or  the  peritoneum  over  it  may  give  way, 
and  peritonitis,  general  or  partial,  be  the  result. 

Masses  of  typhoid  matter  in  the  mesenteric  glands  soften 
first  at  the  circumference,  so  that  a  lump  of  unsoftened 
matter  is  often  found  bathed  in  a  purulent-looking  fluid. 

By  fatty  degeneration  I  mean  a  metamorphosis,  or  con- 
version into  fat,  of  the  exuded  protein  matter  by  a  re- 
arrangement of  its  elements, — a  change  which  protein  matter 
of  low  organisation,  or  without  the  power  of  developing  into 
tissue,  constantly  experiences.  This  conversion  into  fat  may 
be  effected  either  before  or  after  softening  has  taken  place, 
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and  the  fatty  matter  thus  formed  may  subsequently  be  ab- 
sorbed. In  fact,  fatty  degeneration  is  one  mode  in  which 
solid  fibro-albuminous  substances  are  brought  into  a  state 
suitable  for  absorption.  The  process  by  which  the  healing 
of  the  typhoid  ulcers  is  accomplished  is  of  interest,  practically 
and  pathologically.  It  seems  to  be  this :  The  floor  of  the 
ulcer,  after  every  part  of  the  substance  deposited  during 
the  progress  of  the  specific  disease  has  separated  becomes 
smooth,  and  of  a  pale  bluish- white  colour — it  is  covered  with 
a  delicate  layer  of  healthy  organisable  lymph — to  this  layer, 
which  extends  under  the  detached  mucous  membrane  at  the 
edges  of  the  ulcer,  the  latter  adheres  (gradually  from  without 
inwards,  i.e.  from  the  circumference  towards  the  centre).  If 
the  intestine  be  now  placed  in  water  the  edges  of  the  ulcer 
no  longer  float  upwards.  After  a  time,  all  that  remains  is  a 
flat,  smooth,  shining,  and  somewhat  depressed  surface,  to 
which  the  transition  from  the  mucous  membrane  around  is 
imperceptible.  At  first  this  smooth  surface  is,  unlike  the 
natural  mucous  membrane,  fixed  to  the  subjacent  coat,  so 
that  it  cannot  be  moved  on  the  latter.  Ultimately,  however, 
it  can  be  so  moved,  and  is  then  scarcely  to  be  distinguished 
by  the  unaided  eye  at  least  from  normal  mucous  mem- 
brane. It  is  important  to  remember  that  constriction  of  the 
intestine  has  never  been  known  to  result  from  the  healing 
of  a  typhoid  ulcer. 

Occasionally,  in  the  progress  of  typhoid  fever,  a  deposit 
similar  to  that  which  is  seated  in  the  intestinal  wall  and  in 
the  mesenteric  glands  is  found  in  other  parts;  the  spleen, 
walls  of  the  gall  bladder,  lungs,  and  kidneys  are  the  organs  in 
which  I  have  seen  such  deposits.  By  their  consequences, 
these  deposits  may  lead  to  modifications  in  the  primary 
disease. 

Thus,  in  the  spleen  it  may  soften,  form  a  pseudo-abscess, 
and  ultimately  induce  general  inflammation  of  the  peritoneum, 
either  by  bursting  into  the  abdominal  cavity,  or  by  exciting 
inflammation  of  the  serous  membrane  covering  itself,  and 
then  that  inflammation  spreading  over  the  whole  extent  of 
the  membrane.  A  case  of  the  latter  kind  lately  proved  fatal 
under  my  care  in  University  College  Hospital. 

(c)  The  third  cause  of  the  modifications  in  the  symptoms 

2E 


434  ACUTE  SPECIFIC  DISEASES 

of  the  acute  specific  diseases  is  the  occurrence  of  local  com- 
plications. 

By  the  term  complications  are  signified  those  affections 
which  may  exist  as  substantive  diseases ;  e.g.  pleurisy,  pneu- 
monia, hemorrhage  into  the  cavity  of  the  arachnoid,  and  also 
those  extreme  functional  derangements  of  particular  organs, 
which  are  out  of  proportion  to  the  severity  of  the  general  disease. 

Of  the  influence  of  these  local  complications,  in  causing 
deviations  from  their  type,  measles,  typhoid  fever,  and  scarlet 
fever  afford  frequent  examples.  The  symptoms  and  course 
of  measles  are  singularly  modified  by  the  occurrence  of  pneu- 
monia ;  thus,  if  severe  pneumonia  be  established  during  the 
stage  of  invasion,  the  eruption  hi  many  cases  never  appears, 
and  when  it  does  appear  it  is  pale  and  of  short  duration.  If 
the  pneumonia  be  set  up  after  the  eruption  has  appeared, 
then  the  course  of  the  latter  is  considerably  shortened:  it 
quickly  disappears.  Neither  bronchitis  nor  enteritis,  accord- 
ing to  Rilliet's  observations,  have  any  such  effect  on  the 
course  of  the  eruption. 

In  cases  of  typhoid  and  scarlet  fevers,  it  is  by  no  means 
uncommon  to  see  aberration  in  the  functions  of  the  brain 
manifested  by  violent  delirium  or  extreme  depression,  when 
from  an  examination  of  that  organ  we  are  satisfied  that  it 
was  the  seat  of  no  more  vascular  engorgement  than  the 
brains  of  those  who  die  without  having  exhibited  any  such 
symptoms.  This  extreme  cerebral  excitement  is  often  wit- 
nessed when  the  other  symptoms  do  not  warrant  the  opinion 
that  the  case  is  one  of  great  gravity. 

In  a  diagnostic  point  of  view  it  is  well  to  know,  that  after 
the  patient  becomes  delirious  in  the  acute  specific  diseases, 
he  never  complains  of  headache,  and  rarely  admits  its 
existence,  even  when  questioned  concerning  it,  while  in  cases 
of  intracranial  inflammation  headache  is  constantly,  and  often 
loudly,  complained  of  after  delirium  has  commenced. 

B.  These,  then,  being  the  essential  causes  of  the  chief 
deviations  from,  their  typical  form  of  the  acute  specific 
diseases,  it  remains  to  consider  the  circumstances  which 
determine  the  severity  of  the  general  specific  disease,  the 
extent  and  severity  of  the  local  specific  processes,  and  the 
supervention  of  complications. 
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These  are — 

(a)  The  vital  conditions  of  the  patient.  (6)  The  external 
circumstances  by  which  he  is  surrounded. 

(a)  The  influence  of  the  vital  conditions  incident  to  age 
in  modifying  the  severity  of  the  general  disease,  and  the 
specific  local  process,  is  well  seen  in  typhus  fever. 

The  mortality  from  typhus  fever  in  persons  between  the 
ages  of  six  years  and  fifteen  years  is  very  trifling,  not  more 
than  two  or  three  per  cent.  The  mulberry  rash  in  the  same 
class  of  persons  is  either  absent,  or  pale  in  hue  and  scanty  in 
quantity,  except  in  rare  cases.  While  the  mortality  in  per- 
sons more  than  fifty,  years  of  age  is  about  fifty-six  per  cent., 
and  in  them  the  mulberry  rash  is  always  present,  and  ordin- 
arily dark  and  abundant.  Typhus  fever,  too,  very  often 
proves  fatal  to  those  past  the  middle  period  of  life  without 
any  local  complication  having  been  established  in  its  course, 
while  this  never  happens  in  the  young.  Nay,  an  abundant 
rash,  a  brown  tongue,  and  marked  prostration,  are  uncommon 
symptoms  in  typhus  fever  when  it  affects  children. 

Other  instances  of  the  modifying  power  of  the  vital  con- 
dition of  the  patient  over  the  phenomena  which  follow  the 
introduction  of  the  specific  element  into  the  system  are  offered 
by  the  fact,  that  strumous  children,  when  the  subjects  of 
scarlet  fever,  suffer  much  more  frequently  than  others  from 
acrid  discharges  from  the  eyes,  ears,  and  nose ;  from  swelling 
of  the  parotid  and  the  parts  in  its  vicinity ;  and  that  women 
who  contract  scarlet  fever  in  the  puerperal  state,  compara- 
tively speaking,  rarely  recover.  It  cannot  in  any  of  these 
cases  be  supposed,  that  the  difference  in  the  severity  of  the 
general  disease,  or  the  specific  local  processes,  depends  on  a 
difference  in  the  poison,  or  in  the  quantity  of  the  poison.  It 
can  depend  solely  on  the  different  conditions  of  the  recipients. 

In  some  persons,  again,  from  constitutional  idiosyncrasy, 
great  general  disturbance  is  -produced  by  comparatively 
slight  local  disease.  Now,  if  in  these  persons  any  local  com- 
plication be  set  up  in  the  progress  of  a  specific  disease,  or  if 
the  specific  local  processes  be  severe  in  nature,  then  the  sym- 
pathetic constitutional  disturbance,  superadded  to  the  specific 
disease,  materially  modifies  its  symptoms.  This  same  consti- 
tutional idiosyncrasy  is  manifested  in  the  excitement  which 
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particular  organs  suffer  in  some  individuals  from  a  cause 
which  has  no  influence  in  producing  the  same  symptoms  in 
others.  In  some  the  brain  is  peculiarly  prone  to  sympathise, 
as  it  is  called — a  term  which  probably  signifies,  in  these  cases, 
that  the  presence  in  the  blood  of  an  element  which  produces 
no  aberration  from  the  functions  of  the  brain  in  one  indi- 
vidual, is,  in  another,  from  a  difference  in  the  susceptibility 
of  that  organ  to  that  stimulus,  sufficiently  potent  to  produce 
delirium,  etc. 

These  differences  may  be  illustrated  by  a  reference  to  the 
differences  observed  in  the  effects  of  alcoholic  drinks  on  the 
cerebral  functions  in  different  individuals. 

(6)  The  external  conditions  on  which  deviations  of  the 
acute  specific  diseases  from  their  types  depend,  are — 

1st.  Readily  appreciable  atmospheric  changes.  These 
changes  modify  the  symptoms  and  the  course  of  the  acute 
specific  diseases,  by  inducing  intercurrent  affections  as  com- 
plications, e.g.  pneumonia  in  measles. 

2nd.  The  epidemic  constitution.  This,  it  is  said,  mani- 
fests its  influence,  not  only  by  determining  the  prevalence  of 
particular  diseases,  but  also  by  impressing  on  them  peculiar 
modifications.  Now,  almost  every  case  requires  the  admini- 
stration of  powerful  stimulants ;  then  the  lancet  is  the  chief 
agent  in  diminishing  the  mortality.  Our  ideas,  however,  on 
the  meaning  of  the  term  '  epidemic  constitution/  are  under- 
going considerable  change.  But,  granting  the  epidemic  con- 
stitution to  be  something  totally  distinct  from  directly  appre- 
ciable atmospheric  changes,  there  is  every  reason  to  believe 
that  its  influence  in  determining  differences  in  the  type  of 
these  diseases  has  been  greatly  overrated. 

First,  because  under  one  name  several  diseases  have  been, 
in  tunes  past,  confounded,  and  what  was  due  to  difference  of 
disease  was  referred  to  difference  of  type.  The  fever  for 
which  the  lancet  was  used  so  freely  in  1818,  without  injury 
to  the  patient,  was  relapsing  fever;  and  the  estimation  hi 
which  blood-letting  was  held  rested  on  the  fact,  that  nature 
terminated  the  apparently  severe  attack,  aided  or  unaided  by 
the  treatment,  in  less  than  a  week.  Stimulants  have  been 
held  in  high  repute  in  late  times,  because  the  disease  we  have 
had  to  treat  has  been  typhus  fever.  The  constitution  of  the 
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air  has  favoured  the  prevalence  now  of  one  and  now  of  the 
other ;  but  the  sporadic  cases  of  either  which  occurred  during 
the  prevalence  of  the  other,  required  the  same  treatment  that 
they  did  when  they  themselves  were  epidemic.  Cases  of 
relapsing  fever  that  occur  when  typhus  prevails  need  no 
wine,  and  cases  of  typhus  fever  that  occur  when  relapsing 
fever  is  epidemic,  need  stimulating  as  much  as  they  do  when 
typhus  is  itself  epidemic;  just  as  sporadic  cases  of  scarlet 
fever  that  occur  during  an  epidemic  of  measles  require  the 
treatment  fitted  for  scarlet  fever,  and  the  reverse. 

A  second  reason  why  such  great  powers  in  modifying  the 
acute  specific  diseases  were  assigned  to  the  epidemic  con- 
stitution by  the  old  observers,  was,  that  variations  in  the 
symptoms  resulting  from  intercurrent  affections,  induced  by 
appreciable  atmospheric  changes,  were  not,  from  imperfec- 
tions in  the  art  of  diagnosis,  separated  from  the  variations 
dependent  on  differences  in  the  severity  of  the  specific 
diseases  themselves. 

3rd.  The  third  class  of  external  circumstances  which 
modify  the  acute  specific  diseases,  are  endemic  influences, 
under  which  head  I  would  include  imperfect  ventilation, 
overcrowding,  and  want  of  drainage.  The  effect  of  these  is 
to  increase  the  severity  of  the  general  disease,  to  impress  on 
it  a  typhoid  type.  A  striking  proof  of  this  is  afforded  by 
the  sudden  change  in  the  type  of  the  symptoms  often  seen 
on  removing  the  poor  from  their  close-crowded  rooms  to  the 
well-ventilated  wards  of  an  hospital. 

C.  Such,  then,  being  the  essential  and  determining  causes 
of  the  modifications  of  the  acute  specific  diseases,  I  have 
now  to  pass  briefly  in  review  some  of  the  varieties  of  these 
diseases  which  result  from  the  influence  of  these  causes. 

SMALL-POX. — I  have  already  remarked  that  the  deviation 
from  the  type  of  small-pox  in  the  confluent  variety  is  due  to 
the  extent  and  severity  of  the  specific  local  process. 

Symptomatologically  considered  there  are  three,  and 
pathologically  considered  two,  distinct  varieties  of  small-pox 
included  under  the  term  '  malignant  small-pox.' 

In  the  first  symptomatological  variety,  the  severity  of  the 
general  specific  disease  is  evidenced  by  the  patient  dying 
before  any  local  disease  whatever  is  established. 


438  ACUTE  SPECIFIC  DISEASES 

In  the  second,  the  severity  of  the  general  specific  disease 
is  manifested  by  the  softened  state  of  the  solids,  and  the 
ready  solubility  of  the  organised  elements  of  the  blood ;  the 
effects  of  which  are  hemorrhage  from  innumerable  small 
vessels  in  various  parts  of  the  body,  the  effusion  of  serosity 
dyed  red  by  dissolved  hsematosin,  and  diminution  of  muscular 
power,  caroliac  as  well  as  voluntary.  The  cerebral  functions 
in  these  cases  are  often  unimpaired. 

The  third  variety  is  characterised  by  so-called  typhoid 
symptoms,  i.e.  by  frequent  pulse,  dry  and  brown  tongue, 
low  delirium,  and  great  prostration — characters  which  it 
owes  either  to  the  severity  of  the  general  affection — for 
they  are  sometimes  present  when  the  pustules  are  few  in 
number  and  distinct — or  to  the  presence  of  severe  local  com- 
plications. Thus,  hi  a  case  I  witnessed  of  this  kind,  when 
the  patient  was  progressing  favourably,  the  evidence  of 
pneumonia  being  established,  was  quickly  followed  by 
typhoid  symptoms.  On  examination  after  death  the  inter- 
lobular  septa  of  the  lung  were  found  infiltrated  over  a  con- 
siderable space  with  purulent-looking  fluid. 

TYPHOID  FEVER. — The  cases  of  typhoid  fever  met  with 
in  practice  may  be  grouped  under  the  following  heads: — 
The  typical,  the  mild,  the  grave,  and  the  insidious,  simula- 
tive or  latent. 

Time  permits  me  only  to  sketch  the  last ;  and  this  I  shall 
do  at  some  length,  because  I  believe  the  cases  included  hi  it 
are  often  misunderstood. 

The  insidious,  simulative,  •  or  latent  variety  of  typhoid 
fever  usually  commences  most  gradually,  the  patient  being 
altogether  unable  to  say  on  what  day  he  first  felt  unwell; 
nay,  sometimes  he  cannot  fix  within  a  week  or  ten  days  the 
outset  of  his  illness ;  rarely  is  he  able  to  say  what  the  first 
symptoms  from  which  he  suffered  were.  He  seeks  aid  from 
the  physician  because  he  feels  '  poorly ; '  he  deferred  seeking 
aid  before,  because  '  he  hoped  to  shake  it  off/  His  bowels 
have  been,  he  says,  somewhat  '  out  of  order/  his  head  has 
ached  a  little,  and  perhaps  he  has  had  trifling  cough.  He 
thinks  he  must  have  caught  cold.  Now  and  then  one  or 
other  of  the  symptoms  mentioned  are  especially  complained 
of.  Less  commonly  pain  hi  the  limbs  and  back  are  trouble- 


LATENT  FORM  OF  TYPHOID  FEVER       439 

some.  The  patient  has  not  given  up  his  ordinary  employ- 
ment, but  he  feels,  as  he  describes  it,  '  not  up  to  it.'  He  lies 
in  bed  as  late  in  the  morning  as  his  occupations  permit  him ; 
when  he  rises,  feels  weary  and  fatigued,  and  at  night  scarcely 
able  to  undress  himself.  His  appetite  is  lost ;  more  or  less 
diarrhoea  is  usually  present ;  sometimes,  however,  the  bowels 
are  constipated.  The  tongue  is  often  large,  pale,  and  but 
slightly  furred.  It  is  generally  somewhat  tremulous.  If  the 
case  be  not  understood,  the  patient  gradually  growing  less 
able  to  exert  himself,  ceases  to  leave  the  house,  or,  if  he  still 
goes  out,  it  is  for  a  short  tune  only.  The  greater  part  of  the 
day  he  spends  in  bed  or  on  a  couch.  At  night  he  is  restless, 
and  disturbed  by  thirst  and  a  sense  of  heat — '  eaten  up  by 
fever/  as  he  calls  it. 

In  this  state,  if  the  case  go  on  favourably,  the  patient 
continues  one  day  better  and  another  worse,  but  always  losing 
flesh  for  about  a  month,  and  then  he  begins  to  mend,  and 
after  another  week  or  two  feels  pretty  well. 

For  many  years  some  of  these  cases  puzzled  me  much. 
A  pulse  somewhat  quickened  only,  a  tongue  not  greatly 
differing  from  that  of  health,  and  no  marked  heat  of  skin, 
trifling  frontal  headache,  a  little  sonorous  rale,  and  slight 
irregularity  of  the  bowels,  seemed  local  ailments  altogether 
insignificant,  and  yet  the  patient  continued  ill,  and  often 
appeared  worse  to  his  friends  than  to  me,  for  they  saw  him 
at  all  times,  I  only  when  he  was  aroused  to  exertion.  I  have 
supposed  the  case  to  go  on  well ;  but  in  some  instances  it 
terminates  fatally  by  hemorrhage  from  the  bowels,  or  per- 
foration of  the  intestine,  and  then  the  patient  dies  in  a  few 
days,  to  the  surprise  of  those  who  have  watched  the  progress 
of  the  case. 

In  these  latent  cases  the  physician  has  often  but  to  be 
aware  of  the  possible  nature  of  the  illness  to  detect  it.  The 
confirmation  follows  immediately  on  the  suspicion;  for,  if 
the  surface  of  the  abdomen  and  thorax  be  carefully  examined, 
in  a  large  number  of  cases  the  rose  spots,  which,  when  well 
marked,  are  as  characteristic  of  typhoid  fever  as  are  the 
small-pox  pustules  of  small-pox,  may  be  detected. 

But  in  a  certain  proportion  of  cases,  on  the  most  careful 
search,  not  the  trace  of  a  spot  can  be  seen. 
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Still  the  diagnosis  may  usually  be  made  with  certainty. 
The  conjunction  of  frontal  headache  with  diarrhcea  is  rarely 
observed  except  in  cases  of  typhoid  fever ;  and,  if  to  these 
symptoms  be  added  a  sense  of  weakness  disproportioned  to 
that  which  might  be  occasioned  by  the  diarrhoaa,  trifling 
sonorous  rale,  with  a  want  of  steadiness  in  directing  or  keep- 
ing up,  even  for  a  short  time,  trifling  muscular  effort,  e.g.  a 
little  unsteadiness  of  the  tongue  when  fully  protruded,  a 
little  wavering  of  the  hand  when  the  arm  is  extended — the 
diagnosis  of  typhoid  fever  may  be  considered  absolute,  even 
though  the  heart's  beats  be  scarcely  quickened,  the  tongue 
be  moist  and  almost  clean,  and  the  patient  able  to  leave  his 
room  for  the  greater  part  of  the  day.  Ordinarily,  in  the  cases 
of  which  I  am  speaking,  the  abdomen  is  somewhat  more 
resonant  than  natural,  a  little  'blown/  as  it  is  called,  and 
gurgling,  on  careful  manipulation,  may  be  detected  in  the 
right  iliac  fossa ;  the  splenic  dulness,  too,  is  extensive. 

In  some  cases  which  commence,  as  the  one  I  have  just 
sketched,  after  sixteen  or  seventeen  days  have  elapsed,  the 
febrile  symptoms  become  more  marked,  and  in  a  few  days 
the  tongue  is  brown,  sordes  collect  about  the  teeth,  and  pro- 
stration is  considerable ;  then  the  disease  is  said  to  run  into 
typhus  fever. 

In  other  cases  cough  and  sonorous  rale  are  the  most  pro- 
minent symptoms,  and  then  the  patient  may  be  supposed  to , 
be  labouring  under  a  mild  but  protracted  form  of  bronchitis. 
A  fourth  set  of  cases,  from  the  presence  of  redness  of  the  tip 
and  edges  of  the  tongue,  and  the  marked  character  of  the 
intestinal  disorder,  are  called  by  some  'mild  gastric  fever,' 
or  '  muco-enteritis.' 

While,  in  a  fifth  set,  the  symptoms  are  so  trifling  that  the 
patient  and  his  friends  resort  for  an  explanation  of  his  illness 
to  those  English  disorders,  a  bad  cold  or  an  attack  of  the 
bile,  while  the  medical  attendant  sees  protracted  influenza, 
irritative  dyspepsia,  or  error  in  diet. 

SCARLATINA. — Passing  by  those  forms  of  scarlatina  which 
are  never  fatal,  I  will  enumerate  the  apparent  causes  of  death 
in  the  fatal  cases  I  have  examined. 

For  this  purpose  I  may  divide  the  cases  into  two  groups, 
viz.  those  which  proved  fatal  during  the  first  week,  and 
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those  which  proved  fatal  after  the  first  week.  Of  the  first 
group  some  died  before  the  appearance  of  the  rash. 

The  following  are  the  particulars  of  a  case  of  this  kind 
which  came  under  my  observation  in  1851 : — 

A  man  about  fifty  years  of  age,  his  wife  and  three  chil- 
dren, resided  in  two  small  rooms  opening  into  each  other,  in 
an  imperfectly  drained  house. 

Between  May  15th  and  29th  the  woman  and  the  three 
children  were  attacked  with  scarlatina.  The  man  slept 
during  the  whole  time  in  the  same  bed  with  his  wife  and  sick 
children.  On  June  1st,  about  noon,  i.e.  after  eating,  drink- 
ing, and  sleeping  in  an  atmosphere  highly  charged  with  the 
emanations  from  those  suffering  from  scarlatina  for  seventeen 
days,  this  man  complained  of  sore  throat. 

On  the  2nd,  about  noon,  he  became  suddenly  insensible, 
and  near  midnight  was  admitted  into  University  College 
Hospital.  At  that  time  there  were  a  few  dusky  red  patches 
on  the  skin,  the  surface  was  cold,  the  pupils  large,  and  the 
pulse  scarcely  to  be  felt.  The  man  continued  very  restless 
to  the  last,  and  at  no  time  after  he  came  under  observation 
could  he  give  any  account  of  himself.  An  hour  or  so  before 
death  petechiae  appeared  on  the  skin. 

He  died  at  3  A.M.  on  the  3rd,  i.e.  less  than  forty  hours 
after  first  suffering  sore  throat. 

When  the  body  was  examined  on  the  4th,  the  whole  sur- 
face had  a  purplish  mottled  aspect.  Small  spots  of  extra- 
vasated  blood  were  found  in  the  cutaneous  tissue  under 
the  pleurae,  pericardium,  endocardium,  peritoneum,  and 
gastro-intestinal  mucous  membrane. 

The  tonsils  were  enlarged,  and,  in  common  with  the 
mucous  membrane  of  the  velum  pendulum,  palati  and 
pharynx,  highly  vascular.  The  spleen  was  large,  and  there 
was  some  engorgement  of  the  vessels  of  the  pia  mater. 

In  some  of  the  cases  I  have  examined  which  proved  fatal 
during  the  first  week,  the  rash  being  fully  developed,  care- 
ful examination  after  death  has  not  enabled  me  to  detect  any 
great  change  of  structure.  In  some  of  these  cases  the 
general  symptoms  have  inclined  to  an  inflammatory,  and  in 
others  to  a  typhoid  type.  In  neither  set  of  cases  were  the 
symptoms  referable  to  the  specific  throat  affection  very 
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prominent  during  life.  The  structural  changes  of  extent 
or  severity  that  I  have  found  in  other  cases  fatal  during  the 
the  first  week  have  been — 

(a)  Sloughing  of  the  tonsils. 

(6)  Ulceration  of  the  pharynx  and  larynx. 

(c)  Intense  redness  of,  and  granular  lymph — the  croupose 
lymph   of  Rokitansky — on,  the  mucous  membrane  of  the 
pharynx,  larynx,  and  stomach. 

(d)  Abnormal  vascularity  of  the  cellular  tissue,  and  lym- 
phatic glands  in  the  vicinity  of  the  parotid  gland,  and  of 
the  cellular  tissue  uniting  the  lobules  of  the  gland  itself, 
with  excess  of  serosity  in  the  same  tissues. 

(e)  Blood  on  the  free  surface  of  the  arachnoid,  without 
evidence  of  the  rupture  of  any  vessel  appreciable  by  the 
unaided  eye. 

The  grave  structural  changes  I  have  found  in  those  cases 
which  have  proved  fatal  after  the  first  week — i.e.  after  the 
rash  had  disappeared,  have  been — 

Sloughing  and  ulceration  of  the  fauces  and  pharynx ; 

Post-pharyngeal  abscess ; 

And  the  condition  which  is  often  termed  '  parotid  bubo.' 

Under  this  latter  term  are  comprised  the  following  patho- 
logico-anatoinical  conditions — viz.  inflammation  and  suppu- 
ration of  the  cellular  tissue  around  the  gland,  and  also 

Inflammation  and  suppuration,  chiefly  of  lymphatic  glands 
over  or  near  to  the  parotid  gland.  In  either  of  these  cases 
the  purulent  fluid  may  be  diffused  among  the  structures ; 
infiltrate  them,  that  is  to  say,  or  it  may  be  circumscribed  or 
collected  into  an  abscess. 

Lastly,  inflammation  and  suppuration  of  the  parotid  gland 
itself.  In  these  cases  the  pus  is  diffused  through  the  cellular 
tissue,  dissecting  the  lobules  of  the  gland  from  each  other. 

The  remaining  serious  lesions  I  have  found,  after  the  dis- 
appearance of  the  rash,  have  been  the  effects  of  local  inflam- 
mation, especially  pleurisy  and  pneumonia,  and  collections  of 
pus  in  several  parts  of  head,  trunk,  and  extremities. 

The  death,  then,  in  all  these  cases,  can  readily  be  referred 
to  the  extreme  severity  of  the  general  specific  disease,  to 
excess  of  the  local  specific  process,  or  to  the  occurrence  of 
complications. 
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In  scarlatina  simplex  and  scarlatina  sine  eruptione  the 
specific  general  disease  is  moderate  in  degree,  and  the  specific 
throat  or  skin  affection  trifling  in  amount  or  absent.  The 
complete  absence  of  any  affection  of  the  fauces  must,  I 
think,  be  very  rare,  for  no  instance  of  it  has  fallen  under  my 
observation.  In  a  tolerably  large  number  of  cases,  the  patient 
has  complained  of  sore  throat:  but  inspection  of  the  part 
in  all  such  cases,  has  proved  the  presence  of  abnormal  red- 
ness. In  scarlatina  anginosa  the  severe  and  inflammatory 
character  of  the  throat  affection  gives  a  peculiar  aspect  to  the 
case.  The  skin  affection  may,  at  the  same  time,  be  highly  or 
imperfectly  developed. 

Under  the  head  of  scarlatina  maligna  are  included  several 
symptomatologically  and  pathologically  distinct  varieties  of 
scarlatina. 

1st.  That  variety  in  which  death  takes  place  a  day  or  two 
after  the  first  symptoms  of  disease. 

2nd.  That  in  which  the  specific  local  processes  of  the 
skin  and  throat  are  fully,  but  not  excessively  developed,  and 
the  patient  dies  comatose,  or  sinks  suddenly,  while  the  rash 
is  well  out,  or  immediately  it  has  faded. 

3rd.  That,  in  which  the  eruption  is  dusky ;  petechise  stud 
the  skin ;  the  tongue  is  dry  and  brown,  the  pulse  rapid  and 
feeble,  and  the  prostration  extreme,  and  at  the  same  time 
a  tendency  is  manifested  to  gangrene  of  the  throat  and  also 
of  all  parts  exposed  to  pressure. 

4th.  That  in  which,  at  a  very  early  stage  of  the  disease, 
acrid  discharges  escape  from  the  nose,  eyes,  and  ears;  the 
tonsils  are  greatly  increased  in  size,  and,  in  common  with  the 
uvula,  velum  pendulum  palati,  and  pharynx,  are  red;  the 
parts  behind  the  rami  and  angles  of  the  lower  jaw  are  con- 
siderably swollen ;  the  pulse  rapid  and  feeble ;  and  the  rash 
more  or  less  imperfectly  marked. 

In  this  variety,  which  is  so  common  in  strumous  chil- 
dren, all  the  mucous  membranes  referred  to  are  the  seat 
of  ulceration.  I  have  seen,  under  these  circumstances,  a 
patient  recover  after  losing  the  sight  of  both  eyes  from 
destruction  of  the  cornea,  and  having  the  sense  of  hearing 
greatly  impaired  by  ulceration  of  the  membranse  tym- 
panorum. 
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MEASLES. — A  case  of  measles,  in  which  the  disease  has 
assumed  a  typhoid  type,  or  a  case  of  measles  in  which  death 
has  been  caused  by  the  specific  disease,  or  a  fatal  case  of 
measles,  in  which  no  local  complication  existed,  has  not 
fallen  under  my  observation. 

As  in  scarlet  fever,  either  of  the  specific  local  processes, 
viz.  the  skin  eruption  or  the  catarrhal  symptoms,  may  be 
absent,  or,  being  present,  may  vary  in  severity.  But  it  is 
chiefly  from  the  presence  of  complications  that  marked  de- 
viations in  particular  cases  of  measles  from  their  type  arise, 
and  to  cases  with  such  complications,  chiefly,  that  the  term 
'  malignant '  has  been  applied. 

TYPHUS  FEVER. — Cases  of  typhus  fever  deviate  from  the 
type  of  the  disease  chiefly  in  the  greater  mildness  or  severity 
of  the  general  symptoms,  and  in  the  extent  and  intensity  of 
the  specific  skin  affection.  As  a  rule,  the  milder  the  case,  the 
less  marked  the  rash.  The  danger  of  the  disease  is  in  propor- 
tion to  the  gravity  of  the  general  affection,  local  complications 
rarely  occurring  in  mild  cases  to  modify  the  features  of  the 
disease.  The  general  symptoms  are  sometimes  so  trifling, 
that  the  patient  hardly  needs  to  keep  his  bed ;  while,  on  the 
other  hand,  they  are  sometimes  so  severe,  that  the  patient 
dies  within  a  few  hours,  constituting  the  '  typhus  siderans '  of 
some  authors.  The  only  complication  which  I  have  seen 
causing  any  material  deviation  from  the  type,  is  inflamma- 
tion of  the  intestinal  mucous  membrane.  The  symptoms 
indicating  this  complication  are  tympanitic  distension  of  the 
abdomen  and  diarrhoea.  After  death,  there  is  intense  vas- 
cular engorgement  of  the  mucous  membrane  with  a  variable 
quantity  of  the  granular,  croupose,  or  diphtheritic  variety  of 
lymph  on  its  surface.  In  some  cases  the  inflammation  is 
limited  to  the  mucous  membrane  of  the  colon;  in  some 
cases  the  inflammation  passes  the  ileo-csecal  valve,  and  in 
others  is  said  to  be  limited  to  the  small  intestine;  but  it 
never  exhibits  any  tendency  to  affect  Peyer's  patches  except 
in  common  with  the  mucous  membrane  of  the  whole  circum- 
ference of  the  intestine.  Typhous  deposit,  as  it  is  called,  is 
never  found  in  typhus  fever. 

RELAPSING  FEVER. — In  relapsing  fever  the  most  common 
deviation  from  its  type  is  produced  by  a  functional  disorder 
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of  the  liver,  which  manifests  itself  by  jaundice.  I  never  saw 
jaundice  in  typhus  or  typhoid  fevers,  though  this  drawing 
of  the  ileum  of  a  soldier,  belonging  to  a  native  regiment  at 
Sierra  Leone,  renders  it  probable  that  in  some  countries 
jaundice  does  occur  in  typhoid  fever,  and  also  that  cases  of 
that  disease  are  confounded  under  such  circumstances,  with 
yellow  fever.1 

The  hue  of  the  skin  when  jaundice  occurs  in  relapsing 
fever  varies  from  slight  sallowness  to  intense  yellowness.  At 
the  same  time  that  the  skin  is  yellow,  and  bile  is  present  in 
the  urine,  the  stools  contain  an  abundance  of  bile,  and  if 
death  occur  the  gall-bladder  is  found  full,  and  the  cystic  and 
common  ducts  pervious.  Doubtless,  some  of  the  cases  known 
in  practice  as  jaundice  from  hepatic  congestion,  are  in  reality 
cases  of  relapsing  fever,  and  a  suspicion  of  this  should 
always  cross  the  mind  when  a  patient  is  suddenly  seized  with 
febrile  symptoms  and  yellowness  of  the  skin,  the  stools  being 
at  the  same  time  dark-coloured.  In  relapsing  fever  epi- 
gastric tenderness  is  often  a  prominent  symptom.  In  the 
second  variety  of  relapsing  fever  there  are  lividity  and  cold- 
ness of  the  surface;  a  feeble  and  frequent  pulse;  delirium 
of  a  low  type ;  drowsiness,  unconsciousness,  and  rapid  death 
from  asthenia.  Jaundice  may  or  may  not  be  present  in 
these  cases. 

ERYSIPELAS. — There  are  three  great  varieties  of  erysipelas 
in  addition  to  the  typical.  I  have  twice  examined  fatal  cases 
of  erysipelas  after  death  without  detecting  any  marked  de- 
parture from  healthy  structure  when  during  life  a  little  dusky 
redness  about  the  nose  and  the  most  trifling  redness  of  the 
throat  had  been  the  only  direct  evidence  of  the  disease.  The 
general  symptoms  were  delirium  at  first  active  and  then 
muttering,  followed  by  somnolence  and  stupor. 

The  peculiarities  in  the  other  two  varieties  are  dependent 
on  the  effects  of  the  severity  of  the  inflammation  of  the 
skin  and  subcutaneous  tissue  in  the  one  case ;  and  on  oadema 
of  the  loose  cellular  tissue  about  the  entrance  into  the  larynx, 


1  The  drawing  referred  to  was  kindly  lent  to  me  by  Dr.  Andrew  Smith. 
It  was  made  when  at  Sierra  Leone  by  Dr.  M'Diarmid,  and  is  contained  in 
the  Museum  of  Pathological  Anatomy  at  Fort  Pitt. 
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especially  that  of  the   arytseno-epiglottidean   folds,  in  the 
other. 

In  regard,  then,  to  the  deviations  from  the  typical  forms 
of  the  acute  specific  diseases,  the  extreme  differences  observed 
in  the  general  aspect  of  the  patient  are  most  commonly  due 
to  the  severity  of  the  general  specific  disease  in  typhus  fever 
and  relapsing  fever ;  to  the  severity  and  extent  of  the  specific 
local  processes  in  small-pox  and  erysipelas ;  to  the  presence 
of  local  complications  in  measles ;  and  as  often  to  the  severity 
of  the  general  specific  diseases  as  to  the  extent  and  severity 
of  the  specific  local  processes  and  their  immediate  effects  in 
scarlet  fever  and  typhoid  fever. 


LECTURE    III 

Each  of  the  acute  specific  diseases  has  preserved,  for  the  last 
two  centuries  at  least,  its  distinctive  characters.  Cir- 
cumstances which  have  led  to  the  confounding  together 
diseases  so  opposite.  Two  great  classes  of  cases  received 
into  a  fever  hospital  as  cases  of  fever  which  do  not 
belong  to  the  order  of  acute  specific  diseases:  1st,  Dis- 
eases in  which  the  constitutional  disturbance  is  second- 
ary to  some  local  affection,  e.g.,  pneumonia  and 
intracranial  inflammation — The  diagnosis  of  these 
diseases.  2nd,  General  diseases  not  due  to  a  specific 
cause — Febricula — Pyogenic  fever  or  the  acute  purulent 
diathesis — Acute  tuberculosis. 

A  GLANCE  at  the  history  of  epidemics  will  render  it  evident, 
that  each  of  the  acute  specific  diseases  we  have  now  con- 
stantly among  us,  has  maintained  its  identity  through  a 
lengthened  series  of  years,  in  countries  most  distant  from 
each  other,  and  in  climates  most  varied, — that  each  has  pre- 
sented, from  first  to  last,  the  same  group  of  symptoms,  and 
the  same  order  in  their  appearance, — that  no  one  of  them  is 
a  new  disease. 

That  the  symptoms  of  small-pox,  the  order  of  occurrence 
of  these  symptoms,  its  chief  varieties  and  its  complication, 
are  to-day  what  they  were  two  hundred  years  since,  to  go  no 
further  back,  there  cannot  be  a  question.  The  same  is  true 
of  scarlatina.  In  1650,  an  epidemic  prevailed  in  Saxony, 
characterised  by  general  redness  of  the  skin,  sore  throat,  and 
desquamation  of  the  cuticle,  followed  by  anasarca ;  and  from 
that  time,  at  least,  we  have  clear  evidence  of  similar  epi- 
demics having  every  few  years  prevailed  in  some  part  or  other 
of  Europe  and  America: — sometimes  arranged  with  other 
diseases,  as  with  measles  by  Morton ;  sometimes  having  the 
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inild  cases  described  by  one  name,  and  the  severe  by  another, 
as  by  Sydenham ;  sometimes,  from  one  symptom  having  been 
very  marked  in  an  epidemic,  called  altogether  by  another 
name,  as  putrid  sore  throat  by  Fothergill,  and  malignant 
ulcerous  sore  throat  by  Huxham ;  sometimes  having  other 
diseases  confounded  with  it,  as  the  morbus  strangulatorius, 
which  was  evidently  diphtheritis  rather  than  scarlet  fever. 

Now,  having  its  connection  with  anasarca  understood,  as 
in  the  Saxony  epidemic  and  in  a  Polish  epidemic  in  1664, 
and  even  having  had  the  date  at  which  the  anasarca  ap- 
peared fixed,  as  by  Rosen  von  Rosenstein ;  then  having  the 
coincidence  of  the  two  in  point  of  frequency  of  occurrence  at 
the  same  period  noted,  the  connection  between  them  being 
overlooked,  as  by  Huxham,  who  in  1753  described  an 
epidemic,  and  mentioned  that  dropsies  were  frequent  during 
the^  same  constitution  of  the  atmosphere ;  and  then,  again, 
by  a  third  set  of  writers,  having  the  coincidence  in  frequency 
even  of  the  two  overlooked.  The  same  evidence  of  the  pre- 
servation of  its  essential  characters  by  measles,  might  be 
offered,  by  tracing  accounts  left  us  of  epidemics  that  have 
visited  Europe  since  that  recorded  by  Forestus,  in  1580,  to 
the  present  time.  But  it  would  be  useless ;  the  description 
by  Sydenham  of  the  measles  of  his  day  will  serve  for  that 
which  we  witness  now.  And  yet,  different  as  small-pox, 
measles,  and  scarlet  fever  appear  to  us — evident  as  it  is,  that 
the  symptoms  they  now  present  were  those  which  charac- 
terised them  in  times  past,  men  whose  powers  of  observation 
were  of  the  highest  order,  viewing  the  phenomena  of  these 
diseases  with  the  idea  pre-occupying  their  minds  that  they 
were  identical,  long  failed  to  discover  any  essential  difference 
between  them,  so  that  it  wTas  only  by  slow  degrees  that  the 
specific  differences  of  small-pox  and  measles  were  admitted ; 
and  Morton  maintained  the  identity  of  scarlet  fever  and 
measles,  even  when  a  perusal  of  his  own  histories  of  cases 
leaves  no  doubt  on  the  mind,  that  he  not  only  saw  the  scarlet 
fever  and  the  measles  that  we  now  witness,  but  that,  then  as 
now,  each  disease  had  its  specific  cause,  was  generated  by 
emanations  arising  from  those  suffering  from  the  same  affec- 
tion, and  not  by  emanations  from  those  labouring  under  any 
other  disease. 
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With  reference  to  the  steps  of  the  process  by  which  the 
separation  of  these  three  diseases  into  species  was  effected, 
they  were  the  same  as  those  by  which  typhus  fever,  typhoid 
fever,  and  relapsing  fever  have  been  in  recent  times  separated 
into  species. 

At  first,  all  three  were  confounded ;  then  one  of  the  three 
having  prevailed  for  a  while  in  its  most  perfect  form,  under 
the  eye  of  a  good  observer,  an  accurate  description  of  that 
one  was  obtained ;  then  disputes  arose  as  to  the  general 
applicability  of  the  description  to  the  disease  in  question. 
It  was  thought  by  some  to  apply  to  cases  to  be  seen  in  one 
epidemic  only ;  but,  after  a  while,  epidemics  of  each  of  the 
other  two  occurred,  and  good  descriptions  of  these  were 
given;  then  it  was  found  that  occasionally  all  occurred  at 
the  same  place  at  the  same  time, — that  exposure  to  the 
emanations  of  either  one  only  produced  the  same  group  of 
symptoms,  and  ultimately,  that  neither  disease  affected  twice 
the  same  individual ;  while,  having  suffered  from  one 
afforded  no  immunity  to  attacks  of  the  other:  and  so  the 
specific  character  of  small-pox,  of  scarlet  fever,  and  of  measles 
was  established. 

Louis'  work  on  Typhoid  Fever  was  the  first  great  step 
toward  the  separation  of  the  continued  fevers  of  Europe  and 
America  into  species.  In  that  most  masterly  production  is 
a  description  of  a  definite  disease,  such  as  has  never  been 
given  of  any  other  disease. 

Then  the  researches  of  Gerhard,  Valleix,  and  Stewart 
proved  the  existence  of  a  fever,  having  symptoms,  anatomical 
lesions,  and  a  course  altogether  different  from  that  described 
by  Louis  as  pertaining  to  typhoid  fever, — and  proved,  more- 
over, that  two  patients  might  exhibit  the  symptoms  of  these 
two  diseases,  severally,  during  the  same  period  of  time. 
Fresh  evidence  of  the  same  facts  was  supplied  by  other 
observers.  In  1843,  and  again  in  1847,  Edinburgh  suffered 
from  an  epidemic  of  fever.  The  cases  presented  the  symp- 
toms now  commonly  known  as  those  of  relapsing  fever.  A 
disease  offering  the  same  symptoms  was  seen  in  London  at 
the  same  periods ;  but  yet  numerous  cases,  during  the  last- 
named  epidemic,  exhibited  the  characteristic  symptoms  of 
the  disease  known  in  this  country  and  in  America  as  typhus 

2F 
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fever ;  and  of  that  known  in  France,  America,  and  England 
as  typhoid  fever.  It  was  next  shown  that  an  attack  of 
typhus  fever  afforded  no  immunity  against  an  attack  of 
typhoid  fever, — that  an  attack  of  relapsing  fever  did  not 
secure  the  sufferer  from  an  attack  of  typhus  fever,  or  of 
typhoid  fever ;  while,  finally,  it  was  shown  that  the  specific 
cause  of  each  of  the  three  was  different,  because  exposure  to 
the  emanations  of  either  species  produced  only  the  symptoms 
of  that  species. 

If,  possessed  with  an  idea  of  the  specific  individuality  of 
typhoid  fever,  typhus  fever,  and  relapsing  fever,  we  review 
the  histories  left  us  of  the  various  epidemics  of  fever  that, 
from  time  to  time,  have  swept  over  large  portions  of  this  and 
other  countries,  it  is  a  task  of  far  greater  difficulty  to  deter- 
mine to  which  of  those  diseases  the  descriptions  of  bygone 
writers  apply,  than  it  is  to  refer  to  their  proper  heads  the 
descriptions  given  us  by  the  historians  of  epidemics  of  small- 
pox, measles,  and  scarlet  fever,  when  these  three  diseases 
were  confounded,  or  imperfectly  distinguished. 

Nor  shall  we  be  surprised  at  this,  when  we  reflect  that 
the  circumstances  which  favour  the  spontaneous  origin,  if 
such  be  possible,  and  the  circumstances  which  favour  the 
spread  of  all  are  the  same;  that  the  circumstances  which 
favour  the  origin  and  spread  of  these  diseases  are  just  those 
circumstances  which  favour  the  development  of  the  most 
grave  varieties  of  each;  and  therefore  the  development  of 
those  symptoms  which  render  their  general  physiognomy 
the  most  nearly  alike, — low  delirium,  a  black  tongue,  abundant 
sordes,  and  extreme  prostration;  symptoms  which  at  once 
arrested  the  attention  of  those  who  described  epidemics  in 
general  terms.  Again,  petechise,  as  is  well  known,  may 
occur  in  any  disease  hi  which  the  vital  depression  is  extreme, 
e.g.  malignant  measles,  small-pox,  scarlatina ;  and  the  cir- 
cumstances which  promoted  the  origin  and  spread  of  epi- 
demics of  fever  in  years  gone  by,  were  just  those  which  cause 
it  to  assume  a  low  type,  and  therefore  to  be  attended  by 
petechise;  and,  still  further,  the  circumstances  in  question 
are  just  those  which  favour  the  occurrence  of  dysentery  as  a 
complication  of  typhus;  and,  as  a  consequence,  we  find 
descriptions  of  a  fever  in  which  abundant  eruption,  frequent 
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and  bloody  stools  and  great  prostration,  were  the  most 
marked  symptoms. 

I  may  remark,  that  the  chief  difficulties  experienced  in 
determining  the  identity  of  the  fevers  of  past  years  with 
those  now  common  arise, — 

1st,  From  authors  having  failed  to  define  the  meaning 
to  be  attached  to  the  words  they  employed:  e.g.  petechise, 
miliary  eruptions,  and  pustules,  have  been  used  to  signify 
the  most  varied  appearances. 

2nd,  From  the  very  few  examinations  made  after  death,  and 
the  loose  manner  in  which  the  lesions  found  were  described. 

3rd,  From  the  description  of  the  epidemics  being  couched 
in  general  terms,  so  that,  if  two  or  more  diseases  prevailed  at 
the  same  time,  the  description  was  made  broad  enough  to 
include  both. 

4th,  From  the  frequency  with  which  relapses  escaped 
observation,  i.e.  from  the  patient  falling  under  the  eye  of  the 
physician  during  the  first  or  second  attack  only. 

5th,  From  the  readiness  with  which  differences  actually 
observed  were  explained  away  by  the  supposed  influence  of 
remedies. 

But,  laying  aside  some  epidemics  which  cannot,  for  the 
reasons  just  assigned,  be  referred  to  either  of  the  species  in 
question,  there  still  remains  enough  evidence  to  prove  that 
neither  of  these  diseases  differs  from  diseases  which  prevailed 
more  than  a  century  since,  and  strong  reason  to  believe  that 
all  were  witnessed  two  centuries  ago.  The  symptoms  of  the 
new  fever  that  prevailed  in  London  from  1685  to  1690,  as 
detailed  by  Sydenham,  agree  pretty  closely  with  those  of 
typhus  fever ;  and  from  1708  to  our  own  times,  more  or  less 
perfect  pictures  of  the  same  diseases  are  contained  in  the 
writings  of  Rogers,  O'Connell,  Pringle,  Rutty,  Huxham,  Hilde- 
brand,  Blane,  Hecker,  Cullen,  Barker,  Cheyne,  and  Armstrong. 

In  reference  to  typhoid  fever,  the  histories  of  some  of  the 
epidemics  of  this  disease  that  have  visited  Europe  since  1697 
have  been  collected  by  Ozanam.  Huxham's  Essays  on  the 
'Slow  Nervous  Fever,'  and  on  the  'Putrid  Malignant  Fever;' 
Dr.  Gilchrist's  (of  Dumfries)  'Memoir  on  Nervous  Fever;' 
'The  Letters  to  Dr.  Lettsom,'  by  Dr.  Vaughan,  of  Leicester,  and 
Dr.  Erasmus  Darwin,  leave  no  doubt  on  the  mind  of  the 
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prevalence  of  typhoid  fever  in  England  from  1734  to  1787 ; 
while  the  abstracts  of  memoirs  and  the  details  of  cases  collected 
by  Gaultier  de  Claubry  show  the  frequency  with  which  typhoid 
fever  prevailed,  at  the  end  of  the  last  and  the  commence- 
ment of  this  century,  in  the  hospitals  and  camps  of  every 
country  which  was  the  seat  of  war  at  that  period. 

Dr.  Huck's  account  of  the  differences  between  the  spots 
common  in  the  cases  of  Vienna  fever  treated  by  De  Haen, 
and  called  by  him  '  petechise,'  and  those  present  in  the  cases 
of  the  fever  Sir  John  Pringle  described,  prove  that  the  former 
was  typhoid  fever,  and  the  latter  typhus  fever.  It  was  in 
answer  to  the  attacks  of  De  Haen  on  the  propriety  of  his 
treatment,  that  Pringle  wrote :  '  I  have  never  considered  the 
gaol  or  hospital  fever  and  the  miliary  fever  as  similar ;  and, 
indeed,  I  may  venture  to  say,  that,  as  the  symptoms  of  the 
two  are  so  much  unlike,  they  ought  to  be  treated  as  different 
in  species ;  and  consequently,  that  neither  the  theory  nor  the 
practice  in  the  one  ought  to  be  regulated  by  analogy  from 
the  other.' 

At  the  present  time  there  is  an  epidemic  of  fever  at 
Croydon,  a  point  connected  with  which  illustrates  the  diffi- 
culty that  may  be  experienced  in  fixing  on  the  disease 
intended  to  be  signified  by  the  historians  of  the  epidemics  of 
past  tunes,  who  speak  in  general  terms.  The  disease  pre- 
vailing in  the  town  just  referred  to,  has  been  said  to  be  a 
new  form  of  fever ;  and  some  of  the  medical  practitioners  of 
the  town,  at  least,  are  of  that  opinion.  Now,  the  fact  is,  that 
the  Croydon  fever  differs  in  no  single  point  from  the  typhoid 
fever  which  is,  and  has  been  for  several  years,  so  common  in 
London  and  many  other  parts  of  England ;  in  no  point  from 
the  typhoid  fever  of  Paris,  as  described  by  Louis;  in  no 
point  from  the  typhoid  fever  of  America,  as  described  by 
Drs.  Gerhard,  Bartlett,  Jackson,  and  Flint. 

These  preparations  from  the  museum  of  the  College,  and 
these  drawings,  show  the  identity  of  the  lesions  found  in  the 
intestines  in  typhoid  fever  in  years  past  and  those  now  wit- 
nessed. 

A  few  words  will  suffice  to  prove  the  existence  for  more 
than  a  century  of  a  disease  having  the  peculiar  symptoms 
and  course  of  relapsing  fever. 
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Writing  on  the  weather  of  1741,  Rutty  says:  'There  was 
frequently  a  fever,  altogether  without  the  malignity  of  the 
disease  already  described,  of  six  or  seven  days'  duration,  ter- 
minating in  a  critical  sweat  (as  did  the  other  also  frequently) ; 
but  in  this  fever  the  patients  were  subject  to  a  relapse,  even 
to  a  third  or  fourth  time,  and  yet  recovered.'  In  1800  and 
1801  there  was  an  epidemic  in  Ireland  of  a  fever  generally 
terminating  on  the  fifth  or  seventh  day  by  perspiration,  and 
when  that  happened,  very  liable  to  recur.  Barker  and 
Cheyne's  Reports,  and  Dr.  Welch's  work  on  blood-letting, 
prove  the  existence  of  a  similar  fever  in  1816, 1817, 1818, 1819, 
and  1820,  in  Ireland  and  Scotland;  while  Dr.  Christison's 
testimony  goes  to  show  the  identity  of  the  type  of  fever  in 
the  epidemic  of  1826  with  that  described  by  Dr.  Welch,  and 
also  the  similarity  of  the  fever  in  these  epidemics  to  that 
prevalent  in  1843  and  1847. 

But,  if  these  diseases  be  now,  and  have  been  for  centuries, 
different  in  symptoms,  course,  and  cause,  how  came  it  to  pass 
that  they  were  so  frequently  associated  together  ?  and  wherein 
lies  the  difficulty  now  felt  by  some  in  admitting  their  indi- 
viduality ? 

1st.  From  some  marked  characters  being  common  to  all, 
viz.  those  general  symptoms  and  peculiarities  which  make  it 
philosophical  to  combine  them  into  one  natural  order,  and 
from  striking  symptoms  characteristic  of  one  species  being 
occasionally  present  in  the  others  ;  thus,  in  typhus  fever,  we 
may  have  a  blown  belly  and  diarrho3a  from  the  co-existence 
of  inflammation  of  the  intestinal  mucous  membrane:  the 
rose  spots  in  typhoid  fever  are  sometimes  so  abundant  as  to 
simulate  closely  the  mulberry-rash  of  typhus  fever;  while, 
on  the  other  hand,  the  rash  in  typhus  fever  may  consist  of  a 
few  spots  only ;  and,  again,  the  skin  may  be  free  from  spots 
in  both  the  one  and  the  other.  In  the  rashes  of  typhus  fever 
and  typhoid  fever,  we  see  the  same  deviations  from  their 
types  that  we  do  in  the  rashes  of  measles  and  scarlet  fever. 

2nd.  From  certain  varieties  of  these  diseases  simulating 
diseases  of  another  class.  When  the  general  disease  is  not 
very  severe  or  active  in  character,  and  one  organ  suffers 
severely,  or  when  the  constitutional  disturbance  and  the  local 
disease  seem  to  be  in  proportion  to  each  other,  then  the 
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specific  nature  of  the  general  disease  may  be  overlooked,  and 
the  local  affection  raised  to  the  rank  of  the  primary  disease. 
I  have  myself,  I  believe,  committed  this  error  repeatedly  with 
regard  to  typhoid  fever,  having,  accordingly  as  the  cerebral, 
the  thoracic,  or  the  abdominal  symptoms  prevailed,  held  the 
cases  to  be  meningitis,  bronchitis,  or  muco-enteritis. 

The  third  cause  of  the  difficulty  felt  in  admitting  the 
specific  differences  of  these  diseases  has  been,  that  certain 
cases  of  other  diseases  resemble  them  generally,  and  so  have 
been  not  infrequently  associated  with  them.  Just  as  certain 
forms  of  typhoid  and  of  relapsing  fever  have  been  from  their 
resemblance  generally  to  some  local  diseases  often  ranked 
with  them,  so  certain  forms  of  other  diseases  have,  from  their 
general  resemblance  to  some  of  the  acute  specific  diseases, 
been  confounded  with  them ;  and  so  long  as  the  diagnosis  of 
a  case  of  fever  is  made  per  viam  exclusionis, — so  long  as 
every  case  is  held  to  be  continued  fever  in  which  general 
febrile  disturbance  runs  high,  and  no  local  affection  to 
account  for  it  can  be  discovered, — so  long  as  acute  cases  with 
a  hot  skin  and  a  quick  pulse  are  termed  continued  fever 
because  the  physician  can  find  no  other  name  for  them, — so 
long  as  the  positive  diagnosis  rests  on  the  presence  of  general 
adynamic  symptoms, — so  long,  that  is  to  say,  as  a  brown 
tongue,  a  quick  pulse,  mental  aberration,  and  extreme  pros- 
tration, are  regarded  as  the  characteristic  symptoms  of  con- 
tinued -fever, — so  long  as  these  are  the  positive  symptoms  and 
those  the  negative  symptoms  on  which  the  diagnosis  rests,  so 
long  must  a  common  name  be  assigned  to  diseases  the  most 
varied  in  their  pathological  nature  and  in  their  anatomical 
characters. 

For  as  regards  these  positive  symptoms,  they  are  those 
of  the  severest  forms  of  scarlet  fever  and  of  measles ;  they 
are  the  symptoms  the  most  prominent  in  local  inflammation 
in  the  aged,  and  in  those  persons  the  powers  of  whose  nervous 
system  have  been  shattered  by  excesses ;  they  are  the  symp- 
toms the  most  prominent  in  certain  forms  of  acute  tubercu- 
losis, and  of  the  so-called  acute  purulent  diathesis ;  and  they 
may  be  induced  at  will  by  the  injection  into  the  veins  of 
certain  foreign  matters. 

But  to  inquire  more  particularly  into  this  point :  if  one 
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looks  over  a  list  of  the  diseases,  other  than  the  acute  specific 
diseases,  under  which  patients  were  labouring  when  received 
into  a  fever  hospital  with  certificates  from  medical  men  that 
they  were  affected  with  fever,  it  is  at  once  seen  that  these 
diseases  are  referable  to  two  classes. 

The  one  comprehends  those  local  affections,  the  direct 
symptoms  of  which  are  masked  or  thrown  into  the  shade  by 
the  prominence  or  peculiarities  of  the  sympathetic  or  second- 
ary constitutional  disorder. 

The  other  class  includes  those  diseases  in  which  a  general 
febrile  condition  precedes  the  development  of  the  local 
lesions ;  in  which,  in  fact,  the  latter  bear  to  the  former  the 
same  relation  that  the  local  changes  of  structure  bear  to  the 
general  symptoms  in  small-pox  and  measles.  Of  the  first 
class,  pneumonia  and  intracranial  inflammations  are  the 
most  important ;  of  the  second,  febricula,  the  purulent  dia- 
thesis, and  acute  tuberculosis. 

With  reference  to  pneumonia  and  intracranial  inflamma- 
tion, time  permits  me  only  to  observe,  that  it  is  to  typhus 
fever  alone  that  they  bear  any  striking  resemblance,  and  then 
only  when  occurring  in  persons  of  mature  or  advanced  years ; 
and  in  these  persons  typhus  fever — if  severe  at  least — is 
attended  by  mulberry  rash.  If  this  fact  be  considered,  and 
the  physical  signs  of  pneumonia  be  sought  for,  an  error  of 
diagnosis  in  regard  to  that  affection  will  indeed  rarely  be 
made,  even  though  the  patient  come  under  observation  in  a 
state  of  insensibility,  and  at  an  advanced  period  of  the 
disease.  In  typhus  fever,  when  delirium  sets  in,  headache 
ceases ;  and  the  occurrence  of  partial  paralysis  is  extraordin- 
arily rare  in  that  disease.  If  these  two  facts  be  added  to  that 
just  stated  in  reference  to  the  rash,  the  differential  diagnosis 
of  typhus  fever  and  intracranial  inflammations,  with  general 
adynamic  symptoms,  will  not  present  any  great  difficulty. 
But  excluding  these  cases,  there  yet  remain  three  general 
affections,  probably  blood  diseases,  sometimes  confounded 
with  the  specific  fevers,  requiring  more  particular  notice. 
These  diseases  are — febricula,  the  acute  purulent  diathesis  or 
pyogenic  fever,  and  acute  tuberculosis. 

The  following  are  the  characters  of  a  moderately  severe, 
typical  case  of— 
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FEBRICULA. 

After  fatigue,  some  slight  excess,  or  without  known  cause; 
chilliness,  with  or  without  rigors ;  headache ;  sense  of 
fatigue;  pain  in  the  limbs,  very  quickly  followed  by  a  hot 
and  dry  skin ;  the  patient,  however,  rarely  complains  of 
a  sense  of  heat ;  and,  if  in  bed,  when  the  clothes  are  re- 
moved, he  quickly  covers  himself  again  from  the  discomfort 
produced  by  the  cold  air;  the  pulse  is  frequent,  the  heart 
often  beating  120  or  130  times  in  the  minute ;  the  tongue  is 
white;  the  appetite  lost;  the  bowels  sometimes  confined; 
the  urine  scanty  and  high-coloured ;  drowsiness  is  sometimes 
present,  but  not  infrequently  the  patient  suffers  from  want  of 
sleep.  In  young  children  a  little  wandering  may  be  observed 
on  first  waking,  or  when  about  to  fall  asleep ;  and  the  little 
patient  often  talks  while  dozing.  A  physical  examination  of 
the  thorax  and  abdomen  demonstrates  no  deviation  from 
health.  The  symptoms  present  on  the  first  day  continue, 
and  sometimes  increase  in  severity,  for  four  or  five  days. 
About  the  end  of  the  week  a  crisis  occurs ;  most  commonly 
an  abundant  perspiration,  not  infrequently  a  herpetic  erup- 
tion about  the  lips ;  vomiting,  diarrhoea,  or  hemorrhage  from 
nose,  uterus,  or  rectum ;  and  then,  in  twenty-four  hours  or 
less,  the  patient  is  well 

As  to  particular  cases,  sometimes  one  symptom,  some- 
tunes  another,  is  more  marked  than  in  the  typical  case  I 
have  so  briefly  sketched.  I  have  seen  the  delirium  or  the 
vomiting  give  a  character  to  the  disease.  The  duration  of 
this  disease  is  sometimes  less  than  forty-eight  hours,  and  it 
is  then  called  ephemera  by  some  authors.  In  other  cases  it 
continues  for  nine  or  ten  days,  and  such  cases  have  been 
termed  synocha,  synochus,  la  synoque  non  putride,  la  synoque 
pl^thorique,  inflammatory  fever,  etc. 

In  some  cases  of  febricula,  an  eruption  of  pale,  bluish- 
coloured  spots,  neither  elevated  above  the  level  of  the  surface 
nor  affected  by  pressure,  is  observed;  these  are  the  tdches 
bleudtres  of  Forget  and  other  French  writers.  They  bear  no 
resemblance  to  the  rose-spots  of  typhoid  fever,  nor  to  the 
mulberry  rash  of  typhus  fever.  They  are  not  confined  to 
cases  of  febricula.  I  have  seen  them  well  marked  in  typhoid 
fever.  They  are  therefore  not  characteristic  of  febricula. 
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Febricula  is  essentially  a  non-contagious  and  sporadic 
affection ;  however,  now  and  then,  it  has  reigned  as  an 
epidemic ;  thus,  Ozanam  refers  to  two  great  epidemics,  the 
one  described  by  Ingrassia,  of  Palermo,  which  occurred  in 
1557,  and  the  other,  the  particulars  of  which  were  recorded 
by  Hoyer,  of  Mlilhausen,  in  1700.  Full  descriptions  of  this 
affection  are  to  be  found  in  almost  all  writers,  from  Hippo- 
crates to  those  who  flourished  at  the  commencement  of  the 
present  century.  About  that  time  the  influence  of  patho- 
logical anatomy  on  medical  doctrines  began  more  especially 
to  be  felt,  and  men  hesitated  to  admit  the  existence  of  any 
essential  fever,  of  any  disease  which  the  scalpel  did  not 
enable  the  anatomist  to  refer  to  some  change  of  structure ; 
and  as  febricula  never  proves  fatal  unless  by  complications 
established  in  its  course,  its  existence  was  held  to  be  apo- 
cryphal, and  those  who  maintained  its  occurrence  were 
regarded  as  bunglers  in  the  art  of  diagnosis, — as  men  who 
overlooked  the  local  lesion,  and  raised  the  sympathetic  con- 
stitutional disorder  to  the  rank  of  a  substantive  disease. 

The  recognition  of  the  existence  of  febricula  is,  however, 
of  considerable  importance  with  regard  to  the  advance  of  the 
science  of  medicine,  for  two  reasons  especially :  first,  because 
by  an  acquaintance  with  its  phenomena  the  physician  is 
prevented  falling  into  serious  errors  in  over-estimating  the 
effect  of  remedial  agents  in  the  treatment  of  the  acute 
specific  fevers;  and,  secondly,  because  in  its  course  local 
inflammations  are  very  frequently  set  up  which  undergo,  or 
appear  to  undergo,  a  more  or  less  marked  abatement  when 
the  general  affection  has  run  its  course,  and  the  physician  is 
in  these  cases  led  to  overrate  the  potency  of  the  drugs 
administered ;  and  as  the  supposed  effects  are  striking  in 
character,  the  impression  produced  on  the  mind  is  propor- 
tionably  strong ;  or,  he  is  led  to  under-estimate  the  severity, 
speaking  generally,  of  the  local  inflammation,  because  it,  in 
this  striking  case,  did  well  without  treatment,  or  under  treat- 
ment singularly  in  opposition  to  received  doctrines. 

I  remember  a  case  of  this  kind  I  was  once  suddenly 
requested  to  see  in  the  absence  of  the  physician  in  attend- 
ance. The  patient,  a  strong-made  man,  about  forty-five  years 
of  age,  was  suffering,  as  I  supposed  at  the  time,  judging  from 
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the  signs  and  symptoms  then  present,  from  primary  asthenic 
pneumonia.  He  was  taking,  under  the  direction  of  the  phy- 
sician, two  ounces  of  sherry  every  six  hours.  No  loss  of 
blood  had  been  practised.  The  skin  was  hot,  the  pulse  quick, 
the  cough  troublesome.  I  did  not,  under  the  circumstances 
in  which  I  was  placed,  feel  justified  in  adopting  any  active 
treatment.  A  few  hours  subsequently  the  man  sweated 
freely,  and  on  the  following  day  appeared,  as  far  as  his  general 
symptoms  were  concerned,  well. 

The  sudden  cessation  of  the  general  symptoms  in  a  case 
of  pneumonia,  on  or  about  the  seventh  day  of  disease,  by 
profuse  sweating,  would  excite  in  my  mind  strong  doubts  in 
regard  to  its  primary  nature. 

With  reference  to  the  symptomatological  affinity  of  febri- 
ctila,  it  is  evidently  closely  allied  to  relapsing  fever ;  but  it 
differs  from  it  etiologically,  and,  therefore,  specifically.  It 
has  no  power  of  generating  a  substance  capable  of  reproduc- 
ing its  own  phenomena  in  a  healthy  individual.  Sympto- 
matologically,  again,  it  is  more  or  less  closely  allied  to  the 
acute  purulent  diathesis  or  pyogenic  fever  and  acute  tuber- 
culosis; but  anatomically  it  differs  from  these  in  the  most 
absolute  manner. 

PYOGENIC    FEVER. 

Acute  purulent  diathesis ;  or,  as  I  would  rather  call  it, 
pyogenic  fever ;  or,  to  distinguish  it  from  the  specific  fevers, 
simple  pyogenic  fever. 

Immediately  after  the  termination  of  the  acute  specific 
diseases,  it  is  by  no  means  uncommon  for  one  or  two  small 
abscesses  to  form  in  the  subcutaneous  cellular  tissue.  A 
frequent  seat  of  these  collections  of  purulent-looking  fluid  is 
the  subcutaneous  cellular  tissue  of  the  scalp.  More  or  less 
febrile  disturbance  may  precede  or  accompany  their  develop- 
ment. Although  more  common,  perhaps,  in  the  situation 
referred  to  than  elsewhere,  they  are  by  no  means  limited  to 
it.  Sometimes,  instead  of  two  or  three,  the  number  of  these 
collections  of  purulent-looking  fluid  is  considerable.  If 
small,  their  contents  may  be  absorbed;  but  this  rarely 
happens  if  their  size  exceeds  that  of  a  walnut. 

The  signs  of  inflammation  that  precede  the  formation  of 
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the  pus  are  usually  of  the  most  trivial  kind,  the  patient's 
knowledge  of  the  existence  of  the  local  ailment  being  first 
derived  from  the  presence  of  the  swelling ;  the  physician  at 
the  same  time  observes  fluctuation.  Sometimes,  however, 
the  signs  of  inflammation  are  more  manifest,  and,  while  pus 
is  formed  more  or  less  rapidly  at  some  spots,  at  others  the 
inflammatory  signs  disappear,  and  neither  before  nor  after 
their  disappearance  is  any  evidence  of  the  presence  of 
pus  to  be  detected.  The  local  lesion  is  limited  to  the  first 
stage. 

The  disseminated  abscesses  in  the  subcutaneous  tissue, 
after  or  during  the  progress  of  the  acute  specific  diseases,  are 
allowed  pretty  generally  to  have  their  origin  in  a  diseased 
condition  of  the  blood ;  only,  by  some  they  are  held  to  be 
critical, — the  evacuants  of  peccant  matter :  while  by  others 
they  are  regarded  merely  as  local  inflammations,  excited  by 
a  diseased  condition  of  the  blood, — a  diseased  condition  which 
gives  to  the  local  inflammation  it  excites  a  tendency  to  ter- 
minate in  the  exudation  of  a  blastema  susceptible  only  of 
evolution  into  an  albuminous  fluid  and  cells  of  low  organisa- 
tion.1 The  exudation  of  a  blastema  possessing  the  same 
properties  in  so  many  places  at  the  same  time,  is  held  to 
indicate  the  existence  of  a  definitely  diseased  condition  of  the 
fluid  from  which  that  blastema  is  formed,  just  as  the  deposit 
of  many  masses  of  cancer  blastema  in  the  same  body  at  the 
same  time  is  held  to  indicate  the  existence  of  a  definite 
disease  of  the  blood  in  the  person  who  is  the  seat  of  them. 
The  idea  that  these  subcutaneous  collections  of  purulent- 
looking  fluid  of  small  size,  and  the  formation  of  which  is 
attended  with  little  constitutional  disturbance,  are  due  to  any 
foreign  solid  matter,  be  it  pus  globules  or  any  other,  circulat- 
ing in  the  blood,  has  never,  as  far  as  I  know,  been  advanced ; 

1  The  cells  found  in  the  purulent-looking  fluid  are  spherical,  and  about 
the  size  of  pus  corpuscles  ;  as  a  rule,  they  have  no  nucleus,  but  contain 
only  granules,  composed  partly  of  fat  and  partly  of  protein  matter.  The 
number  of  the  granules  varies  ;  so  that  the  corpuscles  may  be  identical  in 
appearance  with  the  pyoid  corpuscles  of  Lebert,  or  they  may  have  in  their 
interior  so  many  granules  as  to  resemble  the  ordinary  granular  corpuscle. 
Sometimes,  however,  the  majority  of  the  cells  contain  a  single  nucleus  ;  and, 
now  and  then,  pus  corpuscles,  with  two,  three,  or  four  nuclei,  are  found  to 
constitute  the  bulk  of  the  cells. 
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it  would  be  too  untenable  to  be  entertained  for  an  instant. 
But,  instead  of  being  attended  by  little  constitutional  disturb- 
ance, as  in  the  cases  to  which  I  have  just  referred,  we  now 
and  then  find  that  great  constitutional  derangement  precedes 
and  accompanies  the  establishment  of  the  suppurative  action, 
— that,  instead  of  being  situated  in  the  cellular  tissue  imme- 
diately under  the  skin,  the  coUections  of  purulent-looking 
fluid  are  formed  in  cellular  tissue  more  deeply  seated.  Again, 
in  other  cases,  we  find  that  they  are  not  limited  to  the 
cellular  tissue,  but  that  the  pus  blastema  is  exuded  into  the 
joints ;  and  yet  further,  that  it  is  hi  rare  cases  disseminated 
in  masses  through  the  viscera  of  the  chest  and  abdomen. 
Now,  the  transition  from  the  first  to  the  last  described  state 
is  by  most  insensible  gradations ;  the  circumstances  under 
which  all  occur  are  the  same ;  and,  if  it  be  granted  that  the 
first  arises  from  a  definitely  diseased  state  of  the  blood  or 
system  generally,  I  see  not  on  what  ground  it  can  be  argued, 
that  the  others,  which  differ  only  in  the  more  wide  diffusion 
of  the  local  affections,  may  not  also  depend  on  the  same 
diseased  state  of  the  blood.  This  disease  seems  very  closely 
allied  to  that  condition  of  the  blood  in  which  purulent  dis- 
charges issue  at  the  same  tune  from  several  of  the  mucous 
membranes  after  some  of  the  acute  specific  fevers,  and  to  that 
chronic  state  in  which  every  scratch  or  abrasion  '  festers,'  as 
the  vulgar  say.  The  existence  of  this  condition  of  the  blood 
or  system  generally,  as  a  substantive  disease,  appears  to  have 
been  in  modern  times  first  recognised  by  Tessier  in  1838. 
He,  however,  associated  with  it  the  cases  in  which  dis- 
seminated abscesses  are  excited  by  the  circulation  of  foreign 
matter  in  the  blood.  Tessier  described  the  state  referred  to 
as  a  new  pathological  genus,  under  the  name  of  the  '  puru- 
lent diathesis  ; '  and  he  defined  it  to  be  a  modification  of  the 
organism  characterised  by  a  tendency  to  suppuration  in  the 
solids  and  coagulable  fluids. 

Amid  much  that  is  pathologically  erroneous,  the  doctrine 
of  Tessier  appears  to  contain  an  important  truth,  viz.  that  in 
a  certain  number  of  cases  of  disseminated  abscesses  the  febrile 
disturbance  is  established  before  any  local  disease  is  set  up, 
and,  consequently,  before  any  pus  is  formed,  and  by  inference, 
that  the  abscesses  are,  hi  such  cases,  merely  the  effects  of  a 
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special  alteration  of  the  element  from  which  that  blastema 
is  exuded  out  of  which  they  are  developed. 

Although  the  morbid  condition  of  the  blood,  which  is  thus 
manifested  by  its  effects,  is  common  as  a  consequence  of  the 
acute  specific  diseases,  it  sometimes  arises  without  having 
been  preceded  by  any  other  disease,  i.e.  as  a  primary  sub- 
stantive affection. 

Of  this  the  following  case  appears  to  me  to  offer  some 
evidence : — 

A  man,  aged  thirty-one  years,  of  temperate  habits,  and 
usually  enjoying  health,  after  feeling  generally  poorly  for  two 
or  three  days,  became  decidedly  ill  July  23rd.  The  symp- 
toms were — heat  of  skin,  headache,  a  furred  tongue,  and 
disinclination  for  all  exertion.  On  the  evening  of  the  24th, 
a  red  patch  appeared  on  the  outer  aspect  of  either  leg.  On 
the  25th,  there  was  induration  of  the  same  patches.  On  the 
26th,  there  was  redness  of  the  left  shoulder,  and  a  red,  indur- 
ated, elevated  patch  on  the  outer  aspect  of  the  left  upper  arm. 

The  mind  now  became  confused. 

He  came  under  my  care  in  University  College  Hospital  on 
the  28th.  At  that  time  his  mind  was  confused,  and  occasion- 
ally wandered.  His  movements  were  rather  tremulous,  and 
there  were  now  and  then  some  twitchings  of  the  muscles  of 
the  face.  He  was  rather  restless,  and  slept  but  little.  There 
was  no  headache.  The  complexion  was  thick,  and  rather 
sallow.  The  tongue  was  moist  and  red  at  the  tip  and  edges, 
and  on  its  dorsum  was  a  little  dirty  fur.  The  abdomen  was 
rather  full  and  resonant,  but  not  tender.  He  passed,  during 
twenty-four  hours,  one  stool.  The  pulse  was  96,  moderately 
full,  but  rather  weak.  The  heart's  sounds  were  natural. 
Red  patches, — the  redness  gradually  shading  into  the  hue  of 
the  surrounding  skin,  some  indurated,  others  not, — were 
seated  on  the  outer  aspect  of  the  right  thigh,  the  calf  of  the 
left  leg,  the  anterior  aspect  of  the  left  tibia,  the  inner  and 
anterior  aspect  of  the  right  upper  arm,  and  the  centre  of  the 
right  deltoid. 

The  whole  surface  was  carefully  inspected.  There  was  not 
the  slightest  trace  of  suppuration  at  any  spot ;  no  redness  nor 
tenderness  in  the  course  of  any  of  the  veins  in  the  vicinity  of 
the  red  spots,  nor,  so  far  as  could  be  ascertained,  elsewhere. 
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There  was  no  cough.  The  respirations  were  24  in  the 
minute. 

Time  will  not  permit  me  to  detail  the  daily  notes  of  the 
case.  Suffice  it  to  say,  that  many  other  red  patches  appeared 
at  various  parts  of  upper  and  lower  extremities, — that  pus 
was  evacuated  from  two  seated  on  the  anterior  aspect  of  one 
tibia, — that  fluid  was  effused  into  the  knee-joints,  and  prob- 
ably into  one  ankle-joint, — and  that  at  no  time  was  there 
reason  to  believe  that  any  internal  organ  was  the  seat  of 
purulent  deposits.  The  patient  recovered  completely  at  the 
expiration  of  about  a  month  from  the  first  symptoms  of  illness. 

The  following  is  an  abstract  of  a  case  of  this  disease, 
which  occurred  subsequently  to  measles : — 

A  boy,  aged  four  and  a  half  years,  was  admitted,  under 
my  care,  into  the  fever  ward  of  the  Hospital  for  Sick  Children, 
in  August  last. 

About  a  week  after  the  disappearance  of  the  rash  of 
measles,  the  child  never  having  been  free  from  symptons  of 
illness,  the  wrists  were  observed  to  be  swollen ;  then  an  ab- 
scess formed  in  the  subcutaneous  tissue  of  the  back.  Subse- 
quently, collections  of  pus  formed  on  the  dorsum  of  the  right 
hand,  over  the  right  wrist,  in  and  over  the  left  elbow-joint, 
under  the  right  glutaeus  maximus,  in  the  cellular  tissue 
about  the  right  psoas,  and  in  the  left  hip-joint ;  and  there 
were  purulent  discharges  from  the  ears.  He  died  about  five 
weeks  after  the  swelling  of  the  wrists  commenced. 

No  purulent  fluid  was  found  in  any  internal  organ.  The 
examination  of  the  body  was  made  by  my  friend,  Dr.  Ballard. 
In  these  cases,  as  in  the  majority  of  those  belonging  to  the 
same  order,  the  subcutaneous  tissue  and  joints  were  exclu- 
sively the  seats  of  the  collections  of  purulent  fluid.  In  some 
such  cases,  however,  abscesses  are  found  in  the  lungs ;  but 
then  they  are  generally  small  in  size,  few  in  number,  and  in 
a  much  less  advanced  state  than  those  in  the  parts  I  have 
just  mentioned;  while  it  will  be  remembered,  that  when 
foreign  solid  matters,  as  pus  corpuscles,  etc.,  are  thrown  by 
the  experimentalist  into  the  venous  current,  it  is  the  lungs 
which  are  alone  affected  in  a  large  majority  of  cases;  and 
when  other  parts  suffer,  the  lungs  are  still  the  most  exten- 
sively diseased. 
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Sedillot  supports  his  doctrine,  that  the  circulation  of  pus 
corpuscles  with  the  blood  is  the  sole  cause  of  disseminated 
abscesses,  by  four  orders  of  proof: — 

1st,  By  the  invariable  pre-existence  of  a  centre  of  suppur- 
ative  action. 

In  the  class  of  cases  to  which  I  am  referring  there  is  no 
pre-existing  abscess  or  ulcer. 

2nd,  By  the  relation  observed  between  the  formation  of 
pus  in  the  veins,  the  passage  of  that  liquid  into  the  blood, 
and  the  development  of  pysemia. 

Of  this  relation  there  is  no  evidence  in  the  class  of  cases 
of  which  I  am  speaking. 

3rd,  By  the  presence  of  pus  in  the  blood,  verified  by 
observation. 

There  is  no  pus  to  be  detected  in  the  blood  in  those  cases 
which  I  would  class  together  under  the  name  of  pyogenic 
fever.  Of  this,  repeated  examinations  enable  me  to  speak 
with  confidence. 

4th,  By  the  results  obtained  by  the  injection  of  pus  into 
the  veins  of  animals. 

Now,  as  the  symptoms  and  the  situation  of  the  dissemin- 
ated abscesses  are  different  in  cases  of  pyogenic  fever,  and 
artificially  induced  pysemia,  it  is  improbable  that  the  dis- 
seminated abscesses  in  the  two  have  their  origin  in  the  same 
cause.  And  as  the  disseminated  abscesses,  artificially  pro- 
duced by  Sedillot,  were  undoubtedly  the  effect  of  the  circu- 
lation of  pus  with  the  blood,  it  is  the  more  unlikely  that 
the  disseminated  abscesses,  in  the  class  of  cases  I  am  de- 
scribing, are  the  effects  of  the  circulation  of  pus  with  the 
blood. 

Thus,  then,  tested  by  Sedillot's  four  orders  of  proof,  there 
are  cases  of  multiple,  or  disseminated  abscesses,  which  are 
not,  or  which  cannot  be  proved  to  be  directly  or  indirectly 
excited  by  the  entrance  of  pus  into  the  blood. 

The  acute  specific  disease,  with  which  especially  the  acute 
purulent  diathesis,  or  pyogenic  fever,  may  be  confounded, 
is,  typhus  fever.  From  this  it  is  distinguished  by  the 
activity  of  the  febrile  symptoms  at  the  outset,  the  early  de- 
lirium, the  absence  of  eruption,  and  the  rapid  formation  of 
the  numerous  centres  of  suppurative  action. 
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Pathologically,  the  affinity  of  this  disease  seems  to  be 
with  erysipelas. 

I  ought  not  to  quit  this  subject  without  stating,  that,  al- 
though I  have  spoken  only  of  the  two  varieties  of  the  acute 
purulent  diathesis,  which  especially  fall  under  the  cognisance 
of  the  physician,  viz.  that  which  follows  the  acute  specific 
diseases,  and  that  which  arises  as  a  primary  affection,  yet 
Tessier  considers,  that  phlebitis,  phlegmonous  erysipelas,  and 
internal  abscesses  following  operations,  are  consequences  of 
the  same  general  condition.  The  questions  here  raised  are 
foreign  to  the  object  of  these  discourses. 

ACUTE  TUBERCULOSIS. 

The  third  disease  of  this  class,  often  confounded  with 
typhus  and  typhoid  fever,  but  especiaUy  with  the  latter,  is 
acute  tuberculosis ;  and,  in  many  cases,  the  diagnosis,  from 
the  close  similarity  of  the  symptoms,  is  most  difficult. 

Like  typhoid  fever,  acute  tuberculosis  rarely  affects 
persons  after  the  middle  period  of  life. 

The  cases  of  acute  tuberculosis  I  have  myself  mistaken 
for  typhoid  fever,  or  which  I  have  seen  others  mistake  for 
that  disease,  have  assumed  one  of  three  forms — the  insidious, 
the  active  febrile,  and  the  adynamia 

The  first  form  occurs  almost  exclusively  in  children ;  the 
patient,  often  after  measles,  pr  scarlet  fever,  but  not  unfre- 
quently  without  known  cause,  is  observed  to  be  languid; 
unwilling  to  make  any  exertion ;  complains  of  headache ;  lies 
about ;  seeks  quiet,  leaving  its  companions ;  is  heavy,  dull,  or 
irritable  in  temper ;  the  skin  is  hot  and  dry ;  the  pulse  fre- 
quent; the  tongue  moist,  and  slightly  furred;  the  appetite 
lost,  or  variable ;  the  bowels  confined,  or  irregular ;  the  stools 
more  or  less  clay-like,  putty-like,  or  parti-coloured ;  the  ab- 
domen free  from  tenderness,  and  of  its  normal  form ;  there  is 
a  trifling  cough,  and  a  little  sonorous  and  sibilous  rale,  or  the 
respiratory  murmur  is  simply  rough  or  harsh,  and  the  expir- 
ation rather  loud  and  prolonged,  or,  it  may  be,  perfectly 
natural.  Some  time  usually  elapses  before  advice  is  sought, 
so  indefinite  are  the  symptoms  of  the  illness ;  and  after  it  is 
sought,  the  physician  is  occasionally  some  time  in  attendance 
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before  the  gravity  of  the  affection  is  comprehended ;  for  the 
febrile  symptoms  often  remit  during  the  day,  the  skin  being 
little  above  its  natural  temperature,  and  the  pulse  only  a  little 
quicker  than  natural,  when  he  makes  his  visit.  Thus  the 
disease  proceeds  for  two,  three,  or  four  weeks,  when  the 
functions  of  some  one  organ  become  disturbed  in  an  extreme 
degree,  and  the  patient  dies  with  all  the  symptoms  of  tuber- 
cular meningitis,  bronchitis,  pneumonia,  or  peritonitis. 

After  death  in  such  a  case,  grey  granulations,  or  yellow 
tubercles,  are  found  in  many  organs ;  only,  in  the  particular 
organ  from  the  disorder  of  which  the  patient  died,  in  addition 
to  grey  granulations,  great  vascularity,  or  the  products,  more 
or  less  abundant,  of  inflammation,  serosity,  lymph,  or  pus  are 
discovered. 

In  the  active  febrile  form,  the  symptoms  are  from  the 
outset  severe,  the  pulse  is  quick,  and  the  heat  of  the  skin 
considerable,  and  the  patient,  from  an  early  period  of  the 
disease,  confined  to  bed. 

In  the  third,  or  adynamic  form,  the  illness  begins  some- 
what suddenly,  after  a  trifling  sense  of  malaise  of  a  few  days' 
duration.  The  symptoms  are,  chilliness,  hot  skin,  frequent 
pulse,  moist  furred  tongue,  headache,  loss  of  appetite,  confined 
bowels,  vomiting,  considerable  sense  of  weakness,  great  un- 
willingness to  be  disturbed,  with  irritability  of  temper.  After 
a  week  or  ten  days,  the  mind  wanders  occasionally,  the 
bowels  are  generally  confined,  and  the  abdomen  flat  or  con- 
cave; though  the  former  are  sometimes  relaxed,  and  the 
latter  full.  The  skin  continues  hot,  dry,  and  harsh;  the 
tongue  becomes  dry  and  brown;  sordes  collect  about  the 
teeth;  prostration  is  extreme;  and  the  patient  sinks  about 
three  or  four  weeks  after  the  outset  of  the  disease. 

The  two  last-described  forms  of  acute  tuberculosis  are  seen 
occasionally  in  adults;  but,  in  them,  the  recent  deposit  of 
tubercle,  the  newly  formed  grey  granulations,  are  almost  always 
limited  to  one  or  two  organs ;  in  the  cases  that  have  fallen 
under  my  own  observation,  the  pia  mater,  or  the  lungs,  or  both. 
Under  these  circumstances,  more  or  less  marked  disturbances 
of  the  functions  of  the  lungs  or  brain  are  observed.  At  the 
same  time  the  general  symptoms  may  be  either  those  of  the 
active  febrile,  or  of  the  adynamic  variety.  In  the  former  case, 
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the  disease  may  be  mistaken  for  idiopathic  inflammation,  and 
the  general  symptoms  be  regarded  as  symptomatic ;  in  the 
latter  case,  the  disease  may  be  thought  to  be  typhoid  fever. 

The  diagnosis  from  typhoid  fever,  when  the  granulations 
occupy  the  pia  mater,  is  formed  positively  from  the  frequency 
of  the  vomiting,  the  severity  of  the  headache,  and  its  continu- 
ance after  the  patient  is  delirious,  the  knitting  of  the  brows, 
the  frequent  sighing,  the  dislike  to  light,  the  occasional  and 
transient  general  flushings  of  the  face,  the  slowness  of  the 
pulse,  and  evidence  of  paralysis.  So  long  as  it  is  very  imper- 
fect, the  paralysis  may  escape  observation,  unless  especially 
looked  for.  It  is  manifested  thus : — Sometimes  one  pupil 
contracts  rather  less  completely  or  less  actively  than  the 
other  when  exposed  to  a  strong  light.  Sometimes  there  is  a 
slight  deviation  of  the  tongue.  Sometimes  the  uvula  is  drawn 
to  one  side,  and  the  opposite  half  of  the  velum  pendulum 
palati  drops.  Sometimes  one  radial  artery1  is  felt  to  be  a 
little  larger  than  the  other,  such  differences  not  being  natural 
to  the  patient.  This  last  evidence  of  paralysis  will  occasion- 
ally precede  any  appreciable  loss  of  voluntary  muscular  power. 

There  is  this  seeming  peculiarity  about  these  imperfect 
paralyses  in  the  disease  in  question,  viz.  that  when  observed 
on  the  one  side  on  any  given  day,  on  the  folio  whig  day  the 
opposite  side  may  be  found  to  be  the  diseased  side.  This 
shifting  of  the  disease  is — in  many  cases  at  least — rather 
apparent  than  real ;  thus,  the  paralysis  of  the  right  side  we 
will  suppose  to  be  very  imperfect,  but  still  sufficient  to  cause 
comparative  sluggishness  of  the  right  pupil.  On  the  follow- 
ing day,  the  left  side  is  the  more  completely  though  still 
imperfectly  paralysed;  then  there  is  comparative  activity 
of  the  right  pupil. 

Negatively,  the  adynamic  form  of  acute  tuberculosis,  with 
deposit  of  grey  granulations  in  the  pia  mater,  is  distinguished 
from  typhoid  fever  by  the  absence  of  diarrhoaa,  of  distension 
of  the  abdomen,  of  enlargement  of  the  spleen,  and  of  rose 
spots. 

1  In  several  cases  of  hemiplegia  I  have  observed  the  radial  artery  on  the 
paralysed  side  to  be  larger  than  on  the  opposite  side  ;  and,  in  two  of  these 
cases,  no  such  difference  in  the  size  of  the  arteries  existed  the  day  before  the 
fit. 
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But  all  the  positive  signs  may  be  wanting  till  near  the 
close  of  the  disease  ;  and,  on  the  other  hand,  diarrhoea,  tym- 
panitic  distension  of  the  abdomen,  and  enlargement  of  the 
spleen  may  be  present,  sometimes  with,  sometimes  without, 
the  deposit  of  tubercles  under  the  mucous  membrane  of  the 
intestine,  and  in  the  spleen.  As  regards  the  rose  spots,  I  have 
never  seen  them  in  a  case  of  acute  tuberculosis.  But  Dr. 
Waller,  of  Prague,  states  that  he  has  observed  them  in  cases 
of  acute  phthisis;  and  Rilliet  and  Barthez  say  that  very 
fugitive,  imperfectly  formed  rose-spots  are  in  rare  cases 
present. 

In  reference  to  those  cases  in  which  the  deposit  of  grey 
granulations  is  limited  to  the  lungs,  the  positive  symptoms 
for  establishing  the  diagnosis  are  derived  from  the  signs  of 
oppressed  breathing,  the  rough  inspiratory  murmur,  with 
intense  and  prolonged  expiratory  murmur,  and  the  general 
diffusion  of  these  signs  pretty  uniformly  over  both  lungs. 
Haemoptysis  occurs  in  some  of  these  cases — rarely,  if  ever,  in 
typhoid  fever. 

The  affinity  of  acute  tuberculosis  with  typhoid  fever  is 
shown  by  the  general  symptoms  of  the  two  being  often  un- 
distinguishable,  by  the  frequency  with  which  particular  parts 
are,  in  both,  the  seat  of  disseminated  protein  deposits,  and 
by  the  tendency  manifested  in  both  to  ulceration,  not  only  of 
the  mucous  membranes  generally,  but  of  a  part  of  the  intes- 
tinal mucous  membrane  which  is  rarely  the  seat  of  ulceration 
in  other  diseases,  viz.  that  covering  Peyer's  patches. 

With  reference  to  the  close  resemblance  of  the  symptoms 
in  some  cases  of  local  inflammation,  with  adynamic  symptoms, 
and  typhus  fever,  of  acute  tuberculosis,  and  typhoid  fever,  of 
measles  and  scarlet  fever,  of  typhus  and  typhoid  fevers,  I 
would  quote  the  following  sentence  by  the  author  of  the 
Philosophy  of  Medical  Science : — '  It  is  very  important  for 
us  to  bear  in  mind  that  great  difficulties  of  diagnosis  in 
individual  cases  are  in  no  way  incompatible  with  the  existence 
of  essentially  and  widely  different  diseases.  Morbid  affections, 
very  unlike  each  other,  and  in  most  cases  easily  distinguish- 
able, may,  under  certain  circumstances,  have  many  things  in 
common ;  and  their  symptoms  may  be  so  mixed  up  with  each 
other,  as  to  render,  in  the  very  imperfect  state  of  our  know- 
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ledge,  a  positive  diagnosis  very  difficult  or  impossible,  and 
this  without  throwing  any  doubt  upon  the  general  question 
of  the  radical  dissimilarity  between  the  diseases  themselves.' 
— (Bartlett,  p.  321.) 

In  conclusion,  I  may  remark  that  it  seems  to  me,  from 
the  survey  we  have  taken  of  the  symptoms  of  the  typical 
cases  of  the  acute  specific  diseases,  of  the  deviations  from 
those  symptoms  met  with  in  practice,  of  the  causes  of  those 
deviations,  of  the  histories  of  epidemics  of  these  same  diseases, 
and  of  the  diseases  with  which  some  of  them  are  confounded, 
that,  in  adopting  the  division  of  them  I  have  here  advocated, 
and  in  grouping  them  as  I  have  here  grouped  them,  we  avoid 
those  errors  to  which  I  adverted  at  the  commencement  of 
these  lectures,  that  we  pay  no  homage  to  those  idola  speeds 
against  which  the  voice  of  Bacon  warned  us, — that  we  should 
neither  divide  where  Nature  has  drawn  no  line,  nor  generalise 
where  Nature  has  bestowed  no  unity. 
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ON  THE  TREATMENT  OF  TYPHOID  FEVER1 

WHEN  the  Council  did  ine  the  honour  of  asking  me  to 
address  the  Society  this  evening  I  acceded  to  the  request 
with  the  intention  of  bringing  before  its  members  some 
general  subject;  but  subsequently  I  gathered  that  this 
Society  has  for  its  aim  the  dissemination  among  the  mem- 
bers of  practical  knowledge  rather  than  of  medico-political 
opinions,  and  so  I  thought  it  wiser  to  follow  the  example  of 
my  predecessors,  and  fix  on  a  purely  practical  subject. 

Though  I  have  nothing  new  on  the  matter  to  bring 
before  you  this  evening,  and  have,  therefore,  in  some  measure 
to  pray  your  pardon  for  occupying  so  much  of  your  valuable 
time  in  the  enumeration  of  common  truth,  I  still  think 
myself  justified  in  selecting  the  Treatment  of  Typhoid  Fever 
for  my  paper  to-night  (1)  because  of  the  intrinsic  importance 
of  the  subject ;  (2)  because  some  of  the  questions  concerning 
the  treatment  of  typhoid  fever  are  considered  by  many  to  be 
still  undecided ;  (3)  because  not  only  have  I  had,  for  a  longer 
period,  probably,  than  any  of  my  hearers,  much  experience 
in  the  treatment  of  the  disease,  but  I  have  also  had  during 
later  years  frequent  opportunities  of  myself  seeing  the  results 
of  various  modes  of  treatment  as  practised  by  others ;  (4)  be- 
cause, although  I  have  written  much  and  often  on  the 
etiology  and  pathology  of  the  disease,  I  have  never  publicly 
expressed  any  opinion  or  written  a  line  on  its  treatment. 

In  so  complex  a  disease  as  typhoid  fever — the  mortality 
and  symptoms  of  which  vary  not  only  with  the  age,  habits, 
and  family  constitution  of  the  patients,  but  also  with  the 
dose  and  mode  of  access  to  the  system  of  the  poison,  the 
conditions  which  precede  and  those  which  accompany  the 
disease  during  its  incubative  period  and  its  earliest  develop- 
ment, the  epidemic  constitution,  the  date  at  which  the  dis- 

1  From  the  Lancet,  Nov.  15,  1879. 
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ease  is  first  treated,  and  the  early  management  of  the  patient 
— it  is  scarcely  possible  to  find  two  cases  in  all  respects 
identical,  and    quite    impossible    to    collect    records    of    a 
sufficient  number  of  cases  practically  identical  to  determine 
by  numerical  analysis  the  best  mode  of  treatment.     And 
even  of  the  specially  prominent  symptoms — e.g.  temperature, 
rapidity  of  pulse,  diarrhoea — each  one  may  owe  its  origin  to 
such  different  pathological  conditions,  and  it  is  so  often  im- 
possible to  determine  in  any  given  case  to  which  of  these 
several  conditions  it  is  due,  that  in  the  present  state  of  patho- 
logical knowledge  it  seems  to  me  that  it  is  impracticable  to 
determine  otherwise  than  by  the  opinions  formed  by  in- 
dividuals from  personal  experience  what  are  the  best  means 
to  be  employed  in  the  treatment,  not  only  of  typhoid  fever 
itself,  but  also  of  each  symptom,  and  how  and  under  what 
circumstances  each  remedy  should  be  employed.     I  do  not 
in  the  least  degree  under-estimate  the  immense  importance 
of  numerical  analysis  for  arriving  at  truth  on  medical  sub- 
jects; and  if  it  were  possible  to  find  the  value  of  the  several 
remedies  proposed  for  the  treatment  of  typhoid  fever,  or  of 
its  symptoms,  by  numerical  analysis,  the  results  of  such  an 
analysis  would  be  real  steps  in  our  knowledge,  for  facts  would 
replace  opinions,  and  doubts  in  regard  to  the  influence  of 
remedies  be  impossible.     Each  special  act  of  treatment  would 
then  be  based  on  firm  grounds,  instead  of  being,  as  it  now  is, 
an  experiment  performed  by  the  medical  attendant.     The 
sum  of  his  own  experiments  constitutes  each  man's  experi- 
ence, to  which,  in  proof  of  the  correctness  of  his  practice,  he 
appeals  as  to  a  judge  whose  decision  is  final  and  infallible. 
And  yet  how  different  are  the  conclusions,  all  based  on  ex- 
perience, drawn  by  different  observers  in  regard  to  the  effects 
on  any  given  disease  or  symptom  of  any  given  remedy.     The 
physician  orders  a  drug  or  a  stimulant  or  employs  a  bath ; 
and  then,  according  to  the  credulous  or  sceptical  tendency 
of  his  mind,  his  experience  in  the  special  disease  he  is  treat- 
ing, his  knowledge  of  its  natural   course   and  history,  his 
powers   of  observation,  and   the  general  soundness  of  his 
judgment,  the  post  hoc  is,  in  his  opinion,  a  mere  post  hoc,  or 
a  veritable  propter  hoc,  and  the  remedies  he  employed  have 
been,  in  his  opinion,  of  little  consequence  or  all-important, 
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and  so  he  builds  up  his  experience  on  treatment.  And  the 
difficulty  of  building  up  treatment  by  the  accumulation  of 
the  experience  of  many  men,  expressed  by  their  opinions 
merely,  is  enhanced  by  the  fact  that,  even  when  the  con- 
clusion is  correct,  and  the  good  effect  following  the  administra- 
tion of  the  drug  is  a  veritable  propter  hoc,  it  is  for  many 
men  an  impossibility  to  follow  or  define  for  themselves,  much 
L£ore  describe  to  others,  the  several  steps  in  the  mental 
analysis  of  the  facts  before  them  which  they  have  performed 
in  arriving  at  their  correct  conclusion.  Some  men  appear  to 
be  capable  of  performing  this  delicate  mental  analysis 
correctly  without  being  able  to  follow  the  steps  of  the 
analysis  in  their  own  minds;  they  are  no  more  capable  of 
following  their  own  mental  efforts,  or  of  telling  another  how 
they  arrived  at  their  correct  conclusion,  than  are  those 
children  who  solve  complex  arithmetical  problems  in  a  few 
seconds  without  themselves  knowing  by  what  steps  they 
pass  from  the  premises  to  the  conclusion. 

Believing,  however,  notwithstanding  all  these  sources  of 
serious  error,  that  in  the  present  state  of  pathological  know- 
ledge it  is  impossible  to  fix  the  treatment  of  typhoid  fever  on 
a  more  sure  basis  than  individual  opinions  founded  on 
experience,  I  propose  to  describe  what  my  experience  has 
taught  me  to  be  the  most  successful  methods  of  treatment  of 
the  disease,  and  also  of  some  of  the  symptoms  which,  by  the 
severity  they  may  attain,  cause  grave  discomfort  to  the 
patient,  or  place  his  life  in  danger.  I  shall  limit  myself  to 
those  symptoms  which  may  be  considered  to  be  the  natural 
manifestations  of  the  disease,  for  time  will  not  permit  me  to 
pass,  even  briefly,  in  review  all  the  symptoms  common  in  the 
disease  or  the  complications,  although  the  patient  often 
succumbs  to  these  symptoms  and  to  these  complications. 

To  give  a  clear  view  of  the  treatment  of  these  symptoms 
I  shall  be  obliged  to  refer  to  the  pathological  conditions  in 
which  they  severally  originate. 

I  have  never  known  a  case  of  typhoid  fever  cut  short  by 
any  remedial  agent — that  is  cured.  The  poison  which  pro- 
duces any  one  of  the  acute  specific  diseases  (to  which  order 
typhoid  fever  as  much  as  small-pox  belongs)  having  entered 
the  system,  all  the  stages  of  the  disease  must,  so  far  as  we 
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know,  be  passed  through  before  the  recipient  of  the  poison 
can  be  well  If  the  patient  can  be  kept  alive  for  a  definite 
time  the  specific  disease  ends,  and  then,  if  no  local  lesion 
remains  to  constitute  a  substantive  disease,  the  patient  is 
well  The  treatment  of  typhoid  fever  is  essentially  rational. 
To  treat  a  case  with  the  best  possible  prospect  of  success  the 
physician  ought  to  be  acquainted  with  the  epidemic  constitu- 
tion of  the  period,  the  etiology  of  the  disease,  its  mode  of 
attack,  its  natural  course,  the  order  of  appearance,  and  the 
natural  duration  of  each  of  its  symptoms,  the  way  in  which 
each  symptom  influences  the  termination,  the  several  patho- 
logical lesions  which  produce  or  may  produce  each  special 
symptom,  and  the  complications  to  be  watched  for  at  each 
stage  of  the  disease. 

Certain  facts  have  to  be  kept  in  mind  when  treating  a 
case  of  typhoid  fever  and  when  estimating  the  effect  of 
remedies : — First,  that  the  disease,  in  the  majority  of  cases  at 
least,  is  produced  by  the  action  of  a  small  portion  of  the 
excreta  from  the  bowel  of  a  person  suffering  from  typhoid 
fever ;  that  air  from  a  drain,  or  air  blowing  over  dry  faeculent 
matter,  may  convey  the  poison  to  the  patient,  or  his  own 
fingers  may  carry  it  to  his  mouth,  or  that  the  vehicle  for  the 
poison  may  be  a  fluid — for  example,  water  or  milk ;  and  that 
the  poisonous  properties  of  the  excreta  may  be  destroyed  by 
boiling  the  fluid  in  which  they  are  contained,  though  not 
by  filtering  the  fluid.  Secondly,  that  the  natural  duration  of 
a  well-developed  case  of  typhoid  fever  is  from  twenty-eight 
to  thirty  days.  Hence  subsidence  of  the  fever  before  that 
date  should  be  regarded  with  suspicion,  and  the  patient  not 
treated  as  if  the  specific  disease  had  ended,  while  the  con- 
tinuance of  febrile  disturbance  after  that  date  should  lead  to 
repeated  and  most  careful  examination  of  the  patient,  in 
order  to  ascertain  if  any  local  lesion  is  keeping  up  the  febrile 
excitement.  But  not  only  is  the  duration  of  the  specific 
disease  limited,  but  the  prominent  symptoms  have  their 
regular  order  of  sequence,  and  several  their  own  natural 
limits  of  duration — that  is,  a  time  to  begin  and  a  time  to  end; 
and  the  natural  termination  of  a  symptom  has  often  been 
attributed  to  the  remedial  agent  last  employed. 

On  what  part  of  the  system  the  poison  exerts  its  earliest 
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influence,  whether  on  the  agminated  glands  or  on  the  nervous 
system  through  the  blood,  must  in  the  present  state  of  our 
knowledge  be  doubtful ;  but  that  by  the  time  the  first 
symptoms  of  the  disease  occur  the  nervous  system  and  the 
agminated  glands  of  the  small  intestine  are  both  seriously 
affected  there  can  be  no  question.  That  the  nervous  system 
suffers  at  the  outset  is  shown  by  the  headache  and  the  general 
nutritive  disturbance,  i.e.  by  elevation  of  temperature  and 
loss  of  weight,  due  to  waste  of  the  tissues  generally,  and  by 
the  arrested  or  disturbed  secretions  generally ;  and  that  the 
agminated  glands  also  suffer  from  the  outset  is  shown  by  the 
pain  in  the  abdomen  and  deranged  action  and  secretion  of 
the  bowels,  and  also  by  rare  post-mortem  examination  made 
within  a  few  days  of  the  beginning  of  illness. 

In  the  earliest  stage  of  typhoid  fever  the  patient  is  prone 
to  commit  certain  mistakes  in  treating  himself,  either  of 
which  may  greatly  add  to  the  severity  of  the  coming  illness. 
(1)  He  may  think  that  he  has  a  common  cold  in  his  limbs,  as  it 
is  called,  and  try  to  throw  it  off"  by  strong  exercise.  A  certain 
sense  of  weakness  accompanies  this  early  stage  of  the  fever, 
but  it  is  rarely  so  great  as  to  prevent  the  patient,  if  stimu- 
lated by  strong  will,  walking  long  and  briskly.  (2)  He  may 
consider  that  he  is  suffering  from  biliary  derangement,  and 
attribute  to  this  the  headache,  disturbed  nights,  sense  of 
malaise,  want  of  appetite,  and  disordered  bowels,  and  take  a 
dose  of  drastic  aperient.  (3)  He  may  think  the  weakness  he 
feels  is  to  be  removed  by  food  and  wine.  A  dose  of  medicine, 
he  says,  cannot  hurt ;  bed,  he  thinks,  weakens ;  and  food  and 
wine,  he  knows,  restore  strength ;  therefore  he  prescribes  a 
dose  for  himself  which  irreparably  injures  his  bowel ;  he  takes 
exercise  which  increases  the  waste  material  in  his  system,  and 
he  loads  his  stomach  with  food  it  cannot  digest,  and  stimu- 
lants which  heighten  the  fever  and  disturb  the  action  of  the 
eliminating  organs,  and  then  pays  the  penalty,  perhaps,  with 
his  life,  for  the  errors  his  ignorance  had  led  him  to  commit. 

The  thermometer  saves,  or  ought  to  save,  the  physician 
from  the  patient's  mistakes.  The  temperature  having  ren- 
dered it  even  possible  that  the  ill-defined  and  may  be  trifling 
symptoms  are  due  to  the  poison  of  typhoid  fever,  the  patient 
should  be  absolutely  confined  to  bed.  Exercise  or  fatigue 
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immediately  before  or  after  the  absorption  of  the  poison,  and 
especially  when  the  action  of  the  poison  is  manifesting  itself, 
increases  the  gravity  of  the  disease,  partly  by  exhausting  the 
nervous  power,  but  chiefly,  I  think,  by  causing  destruction  of 
tissue,  and  so  the  presence  of  waste  material  in  the  system 
on  which  the  poison  can  act ;  and  at  the  same  time,  by  dis- 
turbing the  action  of  the  eliminating  organs,  it  leads  to  the 
retention  in  the  system  of  the  products  of  the  destroyed 
tissue. 

Some  of  the  worst  cases  of  typhoid  fever  I  have  ever  seen 
have  appeared  to  me  to  owe  their  gravity  to  the  patient 
having  travelled,  after  the  commencement  of  the  sense  of 
illness,  in  order  to  reach  home.  I  very  rarely  advise  a 
patient's  removal  to  his  home  if  that  be  distant,  so  satisfied 
am  I  that  the  fatigue  of  travel,  whether  by  rail  or  carriage, 
tends  to  make  what  would  otherwise  have  proved  a  mild  case 
severe,  and  to  cause  a  bad  case,  which  might  after,  perhaps,  a 
struggle  have  ended  favourably,  to  terminate  in  death.  Not 
only  is  other  tissue-destruction  than  that  due  to  the  fever 
process  in  a  great  degree  prevented  by  rest  in  bed,  but  the 
nervous  system  is  there  less  liable  to  disturbance,  any  ten- 
dency to  moisture  of  skin  is  favoured,  the  elimination  of  the 
products  of  waste  tissue  is  unchecked,  and  chances  of  error  in 
diet  diminished.  The  air  of  the  room  should  be  as  pure  as 
possible ;  the  room  in  which  the  patient  is  placed  be  large 
enough  to  permit  its  being  freely  ventilated  without  draughts; 
if  possible,  the  patient  should  occupy  a  different  room  at  night 
from  that  used  in  the  day. 

From  the  first  the  patient  should  be  restricted  to  liquid 
diet,  with  farinaceous  food,  and  bread  in  some  form  if  the 
appetite  requires  it.  It  is  better  to  vary  the  broths,  and  to 
add  to  them  some  strong  essence  of  vegetables.  Sometimes 
a  little  strained  fruit  juice  is  taken  with  advantage,  but  skins 
and  seeds  of  fruits  and  particles  of  the  pulp  are  frequent 
sources  of  irritation  of  the  bowels.  Grapes  are  always  dan- 
gerous, from  the  difficulty  of  preventing  the  seeds  slipping 
down  the  throat.  The  value  of  milk  as  an  article  of  diet  hi 
fever  is  generally  admitted,  but  it  requires  to  be  given  with 
caution.  The  indiscriminate  employment  of  milk  in  almost 
unlimited  quantities  as  diet  in  fever  has  led  to  serious 


RESTRICTION  OF  AMOUNT  OF  MILK  477 

troubles.  Milk  contains  a  large  amount  of  solid  animal  food. 
The  casein  of  the  milk  has  to  pass  into  a  solid  form  before 
digestion  can  take  place.  Curds  form  in  the  stomach,  and 
the  digestive  powers  being  weakened  in  fever,  these  curds 
may  remain  unchanged  in  the  stomach,  and  produce  con- 
siderable disturbance  of  system. 

I  have  seen  the  patient  restless,  sleepless,  or  drowsy,  his 
temperature  raised  several  degrees  above  what  it  had  pre- 
viously been,  vomit,  eject  a  quantity  of  curd,  and  at  once  the 
restlessness  cease,  the  temperature  fall,  the  skin  become 
moist,  and  the  patient  drop  into  a  quiet  sleep.  All  the 
threatening  symptoms  vanish  with  the  ejection  of  the  offend- 
ing material.  Or  the  undigested  curds  may  accumulate  in  the 
bowel,  inducing  flatulent  distension  and  pain  in  the  abdomen, 
restlessness,  and  increased  febrile  disturbance.  Under  these 
circumstances,  I  have  seen  an  enema  of  thin  gruel  bring 
away  a  large  vesselful  of  offensive,  sour,  undigested  curds. 
Or,  again,  the  undigested  curds  may  themselves  (and  this 
has  not  been  an  uncommon  consequence  of  milk  diet  in  my 
experience)  irritate  the  bowels,  and  produce,  keep  up,  or 
greatly  increase  diarrhoaa.  A  distinguished  chemist  once 
remarked  to  me,  '  Do  not  forget  that  a  pint  of  milk  contains 
as  much  solid  animal  matter  as  a  full-sized  mutton-chop  ; ' 
and  solid  the  casein  of  the  milk  must  become  before  it  can 
be  digested ;  and  yet  I  have  known  a  patient  drink  two 
quarts,  and  even  more,  of  milk  in  twenty-four  hours,  i.e. 
solid  animal  food  equal  to  four  mutton-chops.  Can  anything 
approaching  to  such  an  amount  of  solid  animal  food  be 
digested,  and  if  it  could,  is  such  an  amount  of  animal  food 
good  for  a  patient  suffering  from  typhoid  fever  ?  He  is  weak 
because  of  the  presence  of  the  fever,  and  not  from  lack  of 
food. 

Patients  suffering  from  typhoid  fever  should  be  allowed 
an  unlimited  supply  of  pure  water.  When  pure  water  is 
freely  absorbed,  it  passes  away  by  the  kidneys,  skin,  lungs, 
etc.,  and  is  of  much  service  as  a  depurating  agent.  If  it  be 
possible,  even,  that  the  poison  of  the  fever  was  conveyed  into 
the  patient  by  the  drinking-water  or  milk  of  the  district  in 
which  he  is  ill,  then  these  fluids  should  be  boiled  till  a  dif- 
ferent supply  is  obtained.  All  sources  of  foul  air  from  drains 
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or  cesspools  should  be  sought  for,  and  the  air  the  patient 
breathes  be  freed  from  all  possibility  of  impurity ;  disinfec- 
tants should  be  placed  in  the  close-stool,  and  the  dejecta 
buried  if  possible.  If  the  bowels  are  confined  in  the  early 
stage  of  the  disease  a  simple  enema  should  be  given.  Hard 
stool  retained  in  the  bowel  will  produce  irritation,  and  it  may 
be  catarrhal  inflammation  of  the  intestinal  mucous  mem- 
brane, and  so  induce  troublesome  diarrhoaa.  Small  doses  of 
mineral  acid,  well  diluted,  are  grateful  to  the  patient,  and 
may  perhaps  be  useful. 

The  fever  is  thus  met  by  rest,  quiet,  fresh  air,  mixed 
liquid  food  and  bland  diluents,  and  the  exclusion  of  fresh 
doses  of  poison ;  the  intestinal  lesion  by  the  careful  exclusion 
from  the  diet  of  all  hard  and  irritating  substances,  and  the 
removal  from  the  bowel  of  any  local  irritant. 

Frontal  headache  and  sleeplessness  are  two  symptoms  of 
the  early  stages  of  typhoid  fever  which  may  cause  the  patient 
much  distress.  The  headache  is  in  some  cases  alleviated  by 
cold,  and  in  others  by  warm  applications ;  but  as  the  head- 
ache ceases  spontaneously  in  about  ten  days  from  the  outset 
of  the  fever,  no  active  treatment  is  required  for  its  cure. 
Local  applications,  the  exclusion  of  light  from  the  room,  and 
absolute  quiet,  have  been  all  the  means  I  have  seen  necessary 
for  its  relief.  Sleeplessness  is  a  more  important  symptom, 
for  although  it  also  usually  disappears  or  diminishes  spon- 
taneously during  the  second  week  of  disease,  still  this  is  not 
invariably  the  case  ;  and  the  nervous  system  may  be  greatly 
worn  by  the  want  of  sleep,  lasting  as  it  does  occasionally 
unless  treated  night  and  day.  The  drugs  I  employ  when, 
from  the  continued  sleeplessness,  it  seems  absolutely  neces- 
sary to  relieve  it,  are  henbane,  bromide  of  potassium,  and 
chloral.  From  a  combination  of  the  latter  I  have  seen  very 
good  results,  and,  so  far  as  my  experience  has  gone,  no  really 
ill  effects  when  its  use  has  been  limited  to  the  earlier  stages 
of  the  disease,  i.e.  to  the  period  anterior  to  signs  of  nervous 
prostration.  If  the  patient's  temperature  be  high,  a  tepid 
bath  or  sponging  the  surface  will  often  at  once  induce  sleep, 
and  no  drug  be  required.  In  the  earlier  and  also  in  the  later 
stages  of  typhoid  fever  the  sleeplessness  has  been  treated  by 
opiates.  Experience  has  convinced  me  that  although,  in 
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some  cases,  opium  in  sufficient  doses  to  secure  sleep  has 
afforded  relief,  it  is  on  the  whole  a  most  dangerous  remedy. 
In  the  early  stage  of  fever  it  disturbs  digestion  and  checks 
secretion.  In  the  later  stages  of  the  disease  I  have  seen 
several  cases  fatal  from  its  influence  on  brain,  heart,  and 
secreting  organs.  To  my  mind,  the  hoped  for,  and  occa- 
sionally attained,  good  is  altogether  outweighed  by  the  dis- 
proportionately possible  evil  and  occasionally  fatal  effect 
resulting  from  the  administration  of  direct  sedatives,  opium, 
and  chloral  in  the  later  stages  of  fever. 

Changes  in  the  agminated  glands  are  present  from  the 
earliest  period  of  the  disease,  and  to  these  progressing 
changes  in  Peyer's  patches,  in  the  mesenteric  glands  corre- 
sponding to  the  patches,  and  to  the  disturbances  in  the 
intestinal  secretion  and  action  consequent  on  these  changes, 
the  abdominal  pains  and  laxness  of  bowels  proper  to  the 
fever  are  due.  So  long  as  disease  is  limited  to  the  specific 
changes  in  question  there  is  probably  little  diarrhoea,  but  as 
local  disease  progresses  catarrhal  inflammation  of  the  mucous 
membrane  supervenes,  and  when  this  is  extensive  the  stools 
become  frequent,  liquid,  and  more  or  less  copious. 

The  changes  preceding  the  ulceration,  and  the  ulceration 
itself,  of  Peyer's  patches  are  specific  in  nature,  as  much  so  as 
is  the  eruption  on  the  skin  ;  and  there  are  no  drugs  or  other 
means  of  arresting  or  limiting  these  specific  processes.  But 
over  the  diarrhoea  which  usually  accompanies  these  processes 
in  their  progress  we  can,  in  many  cases,  exercise  a  decided 
influence. 

The  chief  causes  of  diarrhoea  in  excess  of  that  due  to  the 
intestinal  specific  changes  in  typhoid  fever  are: — (1)  Error  in 
diet — e.g.  the  use  of  solid  food, — the  presence  of  particles  of 
undigested  food  in  the  bowel,  the  abuse  of  milk,  pure  animal 
broths.  My  own  experience  has  not  satisfied  me  that  one 
animal  broth  is  more  prone  to  produce  diarrhoea  than 
another.  Excess  of  fluid,  when  there  is  inability  to  absorb 
the  quantity  drunk,  passes  through  the  bowel,  and  so  stimu- 
lates excessive  secretion  from  the  intestinal  mucous  mem- 
brane. (2)  Catarrhal  inflammation  of  the  mucous  membrane 
and  irritability  of  the  bowel.  These  conditions  are  frequently 
the  consequence  of,  or  are  greatly  increased  by,  the  unhealthy 
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intestinal  secretions  and  contents,  evidenced  by  their  am- 
moniacal,  and  especially  offensive  odour  and  strong  alkaline 
reaction,  and  by  the  passage  through  the  bowel  of  undigested 
food,  whether  liquid  or  solid.  So  long  as  the  stools  do  not 
exceed  three  to  five  of  moderate  quantity  in  twenty-four 
hours,  the  looseness  of  bowels  is  rather  advantageous  than 
injurious;  but  when,  from  their  number  or  from  their 
quantity,  there  is  risk  of  the  strength  of  the  patient  being 
reduced  to  a  dangerous  degree,  then  it  becomes  necessary  to 
restrain  the  diarrhoea.  The  treatment  varies  with  the  patho- 
logical condition  which  induces  the  diarrhoea.  It  is  often 
sufficient  to  examine  the  stools  to  detect  the  cause  and 
remove  it — e.g.  curds  of  milk.  Inquiry  may  prove  the  great 
excess  of  the  fluid  taken  into  the  stomach  over  that  passed 
by  kidneys  and  skin.  When  the  stools  are  strongly  alkaline, 
diluted  sulphuric  acid  sometimes  affords  marked  relief. 
When  the  stools  are  merely  frequent,  four  ounces  of  starch 
water  thrown  into  the  rectum  night  and  morning  will  often 
check  the  frequent  action.  Should  this  not  prove  efficacious, 
from  three  to  ten  drops  of  laudanum  in  one  ounce  and  a  half 
of  starch  water  may  be  thrown  into  the  bowel  night  and 
morning  after  the  passage  of  the  stool.  When  very  offen- 
sive, correctors  of  fetor  should  be  given;  a  teaspoonful  of 
charcoal  may  be  given  two  or  three  times  a  day.  Under  its 
influence  I  have  seen  the  stools  lose  their  fetor  and  am- 
moniacal  odour,  become  less  liquid,  and  in  many  cases  the 
irritation  from  the  catarrhal  inflammation  of  the  mucous 
membrane  diminished.  The  greatest  possible  care  should 
be  taken  that  the  charcoal  is  an  impalpable  powder ;  animal 
charcoal  has,  in  this  respect,  some  advantages  over  vegetable. 
Other  correctives  of  fetor,  or  antiseptics,  will  have  as  good 
effects  as  charcoal ;  but  this  has  given  me  such  satisfactory 
results  that  I  have  not  resorted  to  other  remedies  of  its  class. 
Carbonate  of  bismuth,  in  twenty-grain  doses  every  four  or 
six  hours,  is  one  of  the  best  remedies  I  know  for  the  catarrhal 
inflammation  of  the  bowel  itself.  If  the  fluid  poured  out  be 
very  excessive,  then  a  vegetable  astringent,  as  catechu  and 
kino,  may  be  given  with  the  bismuth,  and,,  should  these 
means  fail,  three  to  five  drops  of  laudanum  must  be  added 
to  each  dose  of  the  mixture.  The  use  of  opium,  even  in  this 
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dose,  by  the  mouth,  should  be  avoided,  if  possible,  as,  by 
interfering  with  the  action  of  the  excreting  organs,  and  its 
other  effects  on  the  nervous  system,  it  may  do  more  harm 
than  the  symptom  for  which  it  is  prescribed.  The  adminis- 
tration of  opium  should,  if  possible,  be  limited  to  the  bowel. 

In  place  of  being  relaxed,  the  bowels  are  occasionally 
confined.  Inaction  of  the  bowels  in  typhoid  fever  may  be 
due  to  torpidity  of  the  large  bowel,  with  free  absorption  of 
the  fluid  contents  of  diminished  secretion  of  fluid  by  the 
mucous  membrane  of  the  bowel.  Under  these  conditions 
the  stools  become  hard  and  dry,  and,  if  long  retained  in 
the  bowel,  may  produce  considerable  irritation,  and  even 
catarrhal  inflammation,  of  the  mucous  membrane  of  the 
bowel,  with  diarrhoea. 

At  the  same  time  that  solid  stool  accumulates  in  the 
rectum  and  colon,  which  may  require  removal,  there  may  be 
extensive  or  deep  ulcerations  in  the  ileum.  A  small-sized 
enema  of  thin  gruel  repeated  every  other  day,  if  necessary,  is 
safer  than  a  large  enema  at  longer  intervals.  Laxatives, 
however  mild,  by  the  mouth,  are  liable  to  irritate  the  ulcer- 
ated surface  of  the  bowel,  and,  if  sloughs  are  separating,  may 
forcibly  hasten  the  detachment,  and  so  produce  hemorrhage, 
and  turn  the  scale  between  recovery  and  death. 

The  most  important,  and  a  not  infrequent,  cause  of  inaction 
of  the  bowel  in  typhoid  fever  is  deep  ulceration  of  one  or 
more  Peyer's  patches.  Large  superficial  ulcers  favour  the 
occurrence  of  diarrhosa,  and  are  often  accompanied  by 
catarrhal  inflammation  of  the  mucous  membrane.  A  single 
deep  ulcer  will  paralyse  the  action  of  the  bowel,  and  so  cause 
constipation,  and  this  has  to  be  kept  in  mind  as  a  fact  of  the 
highest  practical  importance  when  it  is  proposed  to  relieve 
the  bowels  by  an  aperient.  A  deep  ulcer  is  usually  produced 
by  the  separation  of  a  deep  slough,  and  is  often  unattended 
by  any  catarrhal  inflammation  of  the  small  intestine,  or  by 
any  affection  of  the  large  intestine. 

In  all  cases  of  typhoid  fever  there  is  some  distension  by 
flatus  of  the  abdomen — the  belly  is  more  or  less  blown.  The 
distension  is  sometimes  so  great  as  to  interfere  with  the  free 
play  of  the  diaphragm,  and  so,  by  preventing  the  full  expan- 
sion of  the  lungs,  favours  congestion  of  those  organs  and 
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impede  the  circulation.  Fluid  will  run  through  the  bowels 
with  little  effort ;  air  requires  expulsion.  Excess  of  flatus  in 
the  bowels  may  have  its  origin  in  deficient  power  of  expulsion 
or  excessive  generation  of  gas.  Sufficient  paralysis  of  the 
bowel  to  cause  accumulation  of  flatus  may  be  the  result  of 
loss  of  nerve  energy,  or  of  local  injury  of  the  bowel.  A  single 
deep  slough-formed  ulcer  will  paralyse  the  action  of  the 
bowel,  and  lead  to  such  an  accumulation  of  flatus  as  produces 
enormous  distention  of  the  abdomen ;  the  weaker  the  abdo- 
minal muscles,  the  greater,  cceteris  paribus,  the  accumulation 
of  flatus.  Want  of  power  to  expel  the  flatus,  and  excess  in 
the  quantity  formed,  reach  their  maximum  as  a  rule  about  the 
latter  half  of  the  third,  and  during  the  fourth  week  of  the 
fever,  for  then  the  sloughing  and  ulcerative  processes  of  the 
walls  of  the  intestine  are  at  their  height,  the  nerve-power  is 
at  its  lowest,  and  the  contractile  energy  of  the  abdominal  and 
intestinal  muscles  is  consequently  at  its  minimum ;  while 
from  the  state  of  the  stomach  and  the  secreting  glands  gene- 
rally, the  antiseptic  digestive  processes  are  in  a  great  degree 
arrested,  and  the  food  that  finds  its  way  into  the  intestines 
mingling  with  the  fetid  secretions  from  the  diseased  intes- 
tines, and  with  the  sloughing  particles  separating  from  the 
solitary  and  agminated  glands  and  from  the  floors  of  the 
ulcers,  readily  undergo  the  gas-generating  decomposition.  Of 
all  the  remedies  proposed  for  the  relief  of  flatulent  distension 
of  the  abdomen,  turpentine  applied  externally  is  the  most 
extensively  employed  in  practice.  Now,  I  must  say,  with  re- 
ference to  the  external  application  of  turpentine,  that  I  have 
never  seen  a  diminution  of  the  distension  which  seemed  to 
me  to  be  propter  hoc. 

The  brief  outline  I  have  sketched  of  the  pathological  con- 
ditions causing  the  distension  gives  the  key  to  what  has 
seemed  to  me  to  be  its  most  successful  treatment.  If  the 
stools  be  frequent,  and  the  distension  is  in  part  due  at  least 
to  the  excess  in  the  gas  formed,  then  to  destroy  this  fetor  and 
to  arrest  putrefaction  and  gas-generating  decay  of  the  con- 
tents of  the  intestine  is  for  me  the  first  object.  Charcoal  has 
proved  a  most  efficient  agent  for  effecting  this  purpose.  It  is 
of  importance  to  select  as  food  a  substance  which  leaves  no 
solid  residue  to  undergo  decomposition  in  the  intestine.  The 
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administration  of  pepsin  and  acid  at  the  same  time  as  the 
food,  and  also  the  partial  digestion  of  the  food  before  it  is 
taken,  is  often  advantageous.  The  large  intestine  is  occa- 
sionally so  greatly  distended  as  to  lose  from  stretching  its 
contractile  power ;  the  introduction  of  a  long  tube  into  the 
bowel,  and  the  mechanical  removal  of  some  of  the  gas  will 
occasionally  be  sufficient  to  enable  the  bowel  to  regain  some 
of  its  contractile  power.  Alcohol  in  fit  doses  improves  the 
nerve  energy,  and  so  increases  temporarily  the  muscular 
power  of  the  intestinal  and  abdominal  walls. 

In  hemorrhage  from  the  bowel  in  typhoid  fever,  the  blood 
comes  from  the  floors  of  the  ulcers ;  the  most  copious  hemor- 
rhages occur  at  the  time  of  the  separation  of  the  sloughs ;  by 
the  separation  of  the  sloughs  a  vessel  of  some  size  may  be 
opened.  Under  such  circumstances  the  hemorrhage  is  very 
copious,  and  the  patient  may  even  die  on  the  chamber  uten- 
sil. Much  more  frequently  the  blood,  although  considerable 
in  quantity,  escapes  from  minute  vessels  on  the  floor  of  the 
ulcers.  I  have  never  known  it  escape  from  the  mucous 
membrane,  though  I  have  from  the  hemorrhoidal  veins. 
Although  in  the  majority  of  cases  the  bleeding  is  arrested  by 
nature,  the  blood  lost  relieving  the  vascular  fulness  of  the 
part;  still,  reliance  should  not  be  placed  on  this  natural 
cure. 

When  blood  in  ever  so  small  a  quantity  is  observed  in 
the  stools,  the  patient  is  to  be  kept  in  the  recumbent  position. 
He  should  not  be  allowed  to  make  any  effort,  and  on  no  con- 
sideration to  sit  on  close -pan,  or  raise  himself  or  be  raised  by 
others  to  pass  urine,  etc.  If  the  patient  is  unable  to  pass 
urine  when  in  the  recumbent  position,  the  urine  should  be 
drawn  off  by  catheter.  All  movement  of  the  bowels  should 
be  restrained  as  far  as  possible  and  for  as  long  as  possible. 
An  ounce  of  starch  water  with  ten  or  fifteen  drops  of  laud- 
anum may  be  given  at  once  as  enema,  and  then  a  dose  of 
acetate  of  lead  every  two  or  three  hours  by  the  mouth,  with 
three  to  five  drops  of  laudanum,  or  fifteen  grains  of  gallic 
acid  in  a  wine-glass  of  iced  water  every  two  or  three  hours 
with  the  laudanum.  I  think  I  have  seen  benefit  from  small 
doses  of  turpentine.  It  is  a  point  of  the  greatest  moment  to 
keep  the  bowels  empty,  and  therefore  nourishment  should  be 
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given  in  the  most  concentrated  and  absorbable  form,  e.g. 
essence  of  meat  in  tablespoonful  doses  frequently  repeated. 
All  nourishment  which  leaves  solid  residue — e.g.  milk — 
should  be  avoided.  Lumps  of  ice  should  be  sucked,  and  all 
essence  of  meat,  etc.,  be  iced.  When  the  loss  of  blood  is 
sudden  and  copious,  or  is  frequently  repeated,  the  subcuta- 
neous injection  of  ergotine  may  be  employed,  and  an  ice-bag 
applied  over  the  region  of  the  ileuni.  The  faintness  due  to 
considerable  sudden  bleeding  from  the  bowel  should  not  be 
removed  by  stimulants  unless  it  immediately  threatens  life. 

Perforation  of  the  coats  of  the  intestine  by  the  extension 
of  the  ulcer  in  depth,  and  finally  by  sloughing  of  the  perito- 
neum is,  so  far  as  my  certain  experience  goes,  always  fatal. 
I  have  recorded  one  case  in  which  this  lesion  was  supposed 
to  have  occurred,  and  to  have  been  repaired,  but,  the  patient 
dying  some  weeks  after  of  erysipelas  of  the  head  and  face,  I 
found  the  perforation  was  not  of  the  intestine,  but  of  the 
peritoneum  over  a  softened  mesenteric  gland.  If  adhesion 
occur  over  the  perforated  spot  of  intestine,  my  experience 
accords  with  that  of  Rokitansky,  viz.  that  such  adhesions 
are  never  permanent,  i.e.  permanent  enough  to  permit  the 
recovery  of  the  patient.  To  give  the  patient  a  chance  of 
recovery,  absolute  rest  in  the  recumbent  position  must  be 
maintained,  and  opium  be  given  in  quantity  sufficient  to  stop 
all  action  of  the  bowel,  and  to  subdue  pain  if  pain  be  present. 
For  pain,  although  in  some  cases  most  severe,  is  altogether 
absent  in  others,  and  this  although  the  patient  is  perfectly 
sensible — not  only  conscious  enough  to  feel  pain,  but  able  to 
tell  those  about  him  all  he  does  feel.  As  any  adhesions  that 
form  are  so  easily  broken  down,  inaction  of  the  bowels  must 
be  maintained  as  long  as  possible. 

Tenderness  of  the  abdomen  is  not  limited  to  inflammation 
of  the  peritoneum  from  perforation  of  the  intestine ;  there  is 
often  inflammatory  vascularity  of  the  peritoneum  corre- 
sponding to  the  floors  of  the  ulcers  in  the  intestine,  and  even 
lymph  may  be  found  thickening  the  membrane  or  fixing  it 
to  adjacent  parts.  When  death  from  other  conditions  has 
occurred  I  have  not  infrequently  found  this  local  preservative 
lesion  to  have  been  attended  by  very  considerable  tenderness 
of  the  abdomen.  A  like  degree  of  tenderness  arises  from 
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local  peritonitis  over  the  enlarged  mesenteric  glands,  and 
also  from  the  mesenteric  glands  themselves  being  inflamed 
from  the  absorption  of  irritating  matter  from  the  intestinal 
coats  or  contents.  Warmth  and  moisture  afford  relief  in  the 
majority  of  cases,  but  if  the  temperature  be  high,  and  the 
tenderness  superficial,  an  ice-bag  to  the  part  may  be  more 
beneficial,  and  more  grateful  to  the  patient.  But  the  chief 
indication  is  to  keep  the  tender  part  at  rest,  and  to  correct 
the  fetor  of  the  stools. 

Tenderness  in  the  left  hypochondriac  region,  due  to  the 
state  of  the  spleen,  is  not  uncommon  in  typhoid  fever.  En- 
largement of  the  spleen  is  one  of  the  symptoms  of  most, 
perhaps  of  all  the  acute  specific  diseases ;  tenderness  of  the 
organ  is  only  occasionally  present.  It  is  during  the  third 
week  of  typhoid  fever  that  tenderness  of  the  spleen  usually 
reaches  its  maximum.  When  the  tenderness  is  considerable 
it  is  a  symptom  of  grave  import ;  the  tenderness  is  not  due 
to  local  peritonitis,  but  to  the  condition  of  the  proper  sub- 
stance of  the  spleen.  For  the  relief  of  the  state  of  the  spleen 
indicated  by  tenderness,  although  a  symptom  of  great  signifi- 
cance in  prognosis,  I  know  no  remedy  of  much  importance ; 
the  application  of  warmth  and  moisture  over  the  organ  has 
sometimes  seemed  to  be  of  service. 

From  the  commencement  of  typhoid  fever  the  temperature 
of  the  patient  is  elevated.  This  elevation  of  temperature  is  the 
direct  result  of  excess  hi  destruction  of  all  the  tissues  of  the 
body.  The  patient  loses  weight,  and  continues  to  lose  weight 
so  long  as  he  is  the  subject  of  the  fever,  so  that  Zimmerman 
fixed  the  duration  of  typhoid  fever  by  ascertaining  how  long 
after  the  onset  of  the  disease  the  patient  ceased  to  lose  weight. 
In  local  inflammation,  the  temperature  of  the  inflamed  part 
is  greatly  in  excess  of  that  of  the  body  generally.  In  uncom- 
plicated typhoid  fever  the  elevation  of  temperature  is  practi- 
cally uniform  in  all  parts  of  the  body.  Local  inflammation, 
blood  infection,  and  nerve  disturbance  are  common  causes  of 
great  increase  of  the  temperature  above  that  proper  to  any 
given  case  of  typhoid  fever — i.e.  due  to  the  action  of  the  fever 
poison  on  the  system  generally.  Thus,  inflammation  of  the 
mesenteric  glands  is  frequently  excited  by  fetid  or  acrid 
matters  conveyed  to  them  by  the  lymphatics  from  the  raw 
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and  inflamed  intestine,  and  blood  infection  may  owe  its  origin 
to  the  same  cause.  Congestive  nephritis  and  pneumonia  are 
common  lesions  in  typhoid  fever,  and  are  common  causes  of 
increase  of  temperature.  The  power  of  the  nervous  system 
to  raise  the  temperature,  or  to  produce  sudden  changes  which 
raise  the  temperature,  in  typhoid  fever,  is  well  illustrated  by 
the  sudden  rise  which  frequently  follows  mental  emotion.  I 
have  known  the  temperature  start  from  this  cause  from 
102°  to  106°.  In  the  progress  of  typhoid  fever  local  in- 
flammation causes  more  or  less  permanent  elevation  of  tem- 
perature ;  blood  infection, — rapid  and  sometimes  temporary, 
always  varying,  elevations  of  temperature ;  nerve  disturbance, 
— rapid  and  often  transient  elevations  of  temperature. 

.  The  treatment  of  typhoid  fever  by  cold  baths,  when  the 
temperature  reaches  104°,  or  even  less,  is  very  generally 
adopted  in  Germany ;  but  neither  my  own  limited  experience 
nor  the  evidence  adduced  by  others  in  its  favour  has  carried 
conviction  to  ray  mind  of  its  advantage.  At  the  same  tune 
1  entertain  no  doubt  that  the  direct  cooling  of  the  body  is  in 
some  cases  essential  to  the  preservation  of  the  life  of  the 
patient — gives  him,  so  to  say,  his  only  chance  of  recovery ; 
while  in  others  it  alleviates  the  severity  of  a  symptom  which 
increases  the  danger  of  the  patient. 

A  certain  degree  of  elevation  of  the  body  is  incompatible 
with  the  favourable  progress  of  the  case.  Thus,  a  tempera- 
ture of  106°  rising  to  107°,  and  still  advancing,  will,  unless 
lowered  by  treatment,  speedily  end  the  life  of  the  patient ; 
for  these,  fortunately  very  rare,  cases,  the  direct  and  rapid 
depression  of  the  patient's  temperature  by  the  cold  bath  is 
essential — is  the  only  source  of  hope.  Again,  a  temperature 
of  105°  if  continuous  for  forty-eight  hours,  or  broken  only 
by  a  slight  fall  of  short  duration,  may  itself,  by  the  degene- 
rative changes  it  favours  or  produces  in  the  heart  and  other 
organs,  cause  the  fatal  termination ;  for  these  cases,  a  tepid 
bath  gradually  cooled  down  is  sufficient  to  bring  down  the 
temperature ;  the  bath  has  to  be  repeated  as  the  temperature 
rises.  Persons  at  an  age  when  degenerative  changes  of  tissue 
naturally  occur  suffer  more  from  continued  high  tempera- 
ture than  do  younger  persons.  If  the  disease  be  advanced, 
the  skin  dry,  the  patient  prostrate,  and  the  internal  organs 
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congested,  especially  the  kidneys,  a  tepid  or  warm  pack  is 
often  followed  by  marked  improvement  in  temperature  and 
in  the  other  symptoms.  When  the  temperature  is  for  some 
time  103  J°  to  104|°,  and  even  higher,  cold  effectually  applied 
to  the  head  (e.g.  by  the  indiarubber  tubing  cap)  will  often 
suffice  for  its  reduction — reduction,  that  is  to  say,  not  only 
of  the  temperature  of  the  head,  but  of  the  body  generally; 
when  the  temperature  falls  the  cap  should  be  removed,  but 
be  reapplied  as  often  as  it  rises  again.  Tepid  sponging  will 
reduce  the  temperature  a  little,  and  soothe  and  quiet  the 
patient  if  he  be  restless  and  sleepless. 

Thus  limiting  the  employment  of  direct  means  of  lower- 
ing temperature,  I  have  seen  none  of  the  ill  effects  which 
are  said  occasionally  to  follow  its  vigorous  use — viz.  collapse 
and  failure  of  the  heart's  power ;  while  I  have  seen  what  has 
appeared  to  me  to  be  indisputable  good  follow  its  em- 
ployment. 

Other  means  are  used  to  reduce  temperature.  When  the 
high  temperature  is  conjoined  with  rapid  feeble  heart's  beat, 
when  the  patient  is  advanced  in  years,  or  when  the  extremi- 
ties feel  cold,  though  the  temperature  of  the  body  generally 
is  high,  a  fall  of  temperature  frequently  follows  the  adminis- 
tration of  alcohol.  Quinine,  in  occasional  large  doses,  or  in 
smaller  doses  repeated  at  intervals,  has  been  followed  by  a 
reduction  of  the  temperature  in  typhoid  fever.  Salicylate  of 
soda  is  also  said  to  have  a  like  effect.  When  judging  of  the 
effects  of  these  and  other  drugs  for  reducing  temperature, 
one  must  not  lose  sight  of  the  fact  that  sudden  fall  of  tem- 
perature when  no  drug  is  given  is  not  of  infrequent  occur- 
rence, and  also  that  the  temperature  varies  daily.  This 
natural  fall  of  temperature  I  have  seen  attributed  to  the 
drug.  I  must  say  that  I  have  been  disappointed  in  the 
effects  of  the  two  drugs  I  have  named  as  reducers  of  tem- 
perature, while  I  have  seen  both  occasionally  do  much  harm 
by  disturbing  the  stomach  and  interfering  with  digestion. 
In  a  disease  which  runs  a  limited  course  like  typhoid  fever, 
the  greatest  possible  care  should  be  taken  to  preserve  the 
powers  of  the  stomach,  as  the  life  of  the  patient  may  depend 
on  his  power  to  digest  nourishment  towards  the  end  of  the 
disease. 
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Typhoid  fever  cannot  be  cured  by  perspiration,  but  the 
patient  suffers  much  less  discomfort,  and  is  lest  restless  when 
the  skin  is  gently  moist.  The  most  certain  means  for  pro- 
ducing gentle  perspiration  I  know  is  the  application  of  a 
large,  warm,  and  rnoist  flannel,  covered  with  oil-silk,  over 
abdomen  and  chest,  and  the  administration  of  warm  bland 
fluids.  In  the  later  stages  of  the  disease  profuse  and  most 
exhausting  perspiration  sometimes  occurs.  The  perspiration 
is  kept  up  and  greatly  increased  by  the  heat  of  the  patient's 
body  and  the  moisture  of  the  perspiration  itself.  To  prevent 
chill,  the  nurse  carefully  covers  the  patient;  thus,  with  a 
relaxed  skin  disposed  to  sweat,  he  is  kept,  so  to  say,  in  a 
prolonged  vapour  bath.  I  have  seen  lives  lost  from  the 
asthenia  thus  produced.  To  restrain  this  profuse  perspira- 
tion, the  patient's  skin  should  be  dried  with  a  warm  napkin 
every  few  minutes  if  necessary,  and  dry  cloths  placed  between 
the  wet  linen  and  the  skin.  Alcohol  should  be  given  at  the 
same  time  to  stimulate  the  nervous  system  and  increase  the 
force  of  the  heart's  action.  Sponging  with  tepid  vinegar  and 
water  is  sometimes  of  much  service. 

The  state  of  the  heart,  as  indicated  by  the  frequency  of 
its  beats  and  the  strength  of  its  impulse,  has  always  been 
considered  of  the  greatest  significance  in  determining  the 
treatment  to  be  pursued  at  any  moment  in  a  case  of  typhoid 
fever.  As  a  rule,  the  weaker  the  more  frequent  are  the 
heart's  beats.  This  feebleness  and  rapidity  in  excess  of  that 
proper  to  the  fever  may  be  due:— (1)  To  changes  in  the 
muscular  tissues  of  the  heart,  e.g.  softening  with  granular 
degeneration  passing  into  fatty  metamorphosis  of  the  mus- 
cular fibres.  No  doubt  the  occurrence  of  these  changes  is 
favoured  by  long-continued  high  temperature  of  the  blood. 

(2)  To  the  circulation  of  poisoned  blood  through  the  vessels 
of  the  walls  of  the  heart,  the  poison  being  produced  in  the 
system  under  the  influence  of  the  fever,  or  of  its  effects. 

(3)  To  nerve  influence. 

Feebleness  of  the  heart's  action  due  to  either  of  these 
conditions  may  cause  the  death  of  the  patient  directly  by 
asthenia,  or  indirectly  by  enfeebled  vis  a  tergo  producing 
local  congestions.  Although  the  two  first-named  causes  of 
cardiac  weakness  are  the  most  serious  and  the  least  affected 
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by  treatment,  the  third  is  the  most  common,  and  very 
frequently  greatly  exaggerates  the  effects  of  the  other  two. 

To  avert  death  from  failure  of  heart-power  alcohol  is  the 
great  remedy.  Over  defective  cardiac  action,  due  altogether 
to  changes  in  the  muscular  tissue,  when  once  established,  or 
to  the  circulation  of  poisoned  blood  through  its  vessels, 
alcohol  exerts  comparatively  little  influence ;  but  when  the 
weakness  and  frequency  of  cardiac  action  are  due  to  nerve 
influence  in  part  or  altogether,  then  alcohol  exerts  a  singularly 
beneficial  effect  on  the  rapidity  and  feebleness  of  the  heart's 
action. 

When  the  patient  is,  from  natural  temperament  and  the 
effect  of  the  fever  poison,  in  a  state  of  nervous  trepidation, 
or  either  directly  from  the  mental  state  or  from  some 
appreciable  accidental  circumstance  giving  a  colour  to  his 
hallucinations  or  his  dreams  in  a  state  of  fright,  a  little 
abdominal  pain  or  disturbance  will  cause  him  to  start  from 
sleep  or  awake  in  fear.  In  these  circumstances  the  tempera- 
ture rapidly  rises — I  have  known  it  mount  to  106° — the 
pulse  becomes  extremely  frequent,  150  or  more,  and  feeble 
or  irregular.  The  effect  is  so  great  in  the  patient's  state  that 
death  has,  I  believe,  from  cases  I  have  seen,  not  infrequently 
happened.  A  free  use  of  stimulants  removes  all  the  gravest 
symptoms,  the  temperature  falls,  and  the  heart's  action 
becomes  steady ;  it  falls  in  frequency  and  increases  in  power. 

Mental  disturbance  in  typhoid  fever  varies  from  trifling- 
wandering — from  which  the  patient  is  readily  recalled  by 
directing  his  attention  to  some  common  object,  or  by  re- 
questing him  to  perform  some  simple  act — to  the  most 
violent  delirium.  Delirium  due  to  fever  is  never  conjoined 
with  headache ;  headache  in  typhoid  fever  may  be  most  in- 
tense, delirium  most  violent,  but  the  headache  ceases  before 
the  delirium  begins.  If  the  delirious  patient  complains 
spontaneously  of  headache,  then  we  should  doubt  the 
accuracy  of  our  diagnosis ;  or  if  that  is  beyond  question,  then 
we  must  conclude  that  there  is  present  that  infinitely  rare 
complication  of  typhoid  fever,  intracranial  inflammation. 
Delirium  is,  as  a  rule,  one  of  the  symptoms  which  are  in- 
fluenced for  good  by  alcohol,  but  it  is  one  in  which  the  effects 
of  the  alcohol  should  be  most  closely  watched.  When 
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alcohol  is  contra-indicated  or  proves  useless  or  injurious,  the 
head  should  be  shaved,  and  cold  applied  either  by  an  ordinary 
ice-bag  or  by  the  cold  water  tubing  cap,  or  the  head  may  be 
kept  cold  while  the  force  of  the  heart's  action  is  maintained 
by  alcohol. 

There  is  one  nerve  symptom  to  which  I  attach  great  and 
grave  significance,  and  which  is  a  guide  to  treatment — it  is 


o 

tremor. 


Tremor  is  sometimes  so  great  that  the  patient  is  unable 
to  protrude  his  tongue;  his  jaw  trembles,  and  his  voice 
quivers,  and  if  he  attempts  to  hold  any  vessel  he  spills  its 
contents,  not  from  weakness  or  drowsiness,  but  from  shaking 
of  the  hands.  Tremor  out  of  all  proportion  to  other  signs  of 
nervous  prostration  is  evidence  of  deep  destruction  of  the 
intestine.  A  small  deep  slough  will  be  accompanied  by  great 
tremor ;  a  large  extent  of  superficial  ulceration  may  be  un- 
attended by  symptoms.  Now,  it  is  deep  ulcers  following 
separation  of  deep  sloughs  which  are  especially  liable  to  give 
rise  to  severe  hemorrhage  and  perforation.  In  these  cases 
of  tremor  alcohol  should  always  be  given  to  increase  nerve 
energy,  and  so  to  limit  the  sloughing  and  ulceration  to  what 
is  the  direct  consequence  of  the  specific  process. 

I  may  sum  up  my  experience  in  regard  to  the  use  of 
alcohol  in  the  treatment  of  typhoid  fever  thus.  Its  influence 
is  exerted  primarily  on  the  nervous  system,  and  through  it 
on  the  several  organs  and  processes ;  for  example,  the  heart 
and  the  general  nutritive  processes — changes  on  which  the 
rise  and  fall  of  temperature  depend.  In  judiciously  selected 
cases  it  lowers  temperature,  increases  the  force  and  diminishes 
the  frequency  of  the  heart's  beats ;  it  calms  and  soothes  the 
patient,  diminishes  the  tremor,  it  quiets  delirium,  and  in- 
duces sleep.  It  should  never  be  given  in  the  early  stage  of 
the  disease,  or  with  the  hope  of  anticipating,  and  so  prevent- 
ing the  occurrence  of  prostration  and  debility,  but  should  be 
prescribed  only  when  the  severity  of  special  symptoms,  or 
the  general  state  of  prostration,  indicates  its  use.  Hence  a 
large  number  of  cases  of  typhoid  fever  end  favourably  with- 
out alcohol  being  prescribed  from  the  beginning  to  the  ter- 
mination. It  should  not  be  prescribed  when  a  sudden  gush 
of  blood  has  induced  faintness,  unless  the  faintness  is  so  great 
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as  to  threaten  life  immediately.  Nor  should  it  be  given 
when,  after  the  first  few  doses,  the  temperature  rises,  the 
heart's  action  becomes  more  frequent  or  more  feeble,  delirium 
increases,  sleeplessness  supervenes,  or  drowsiness  deepens,  so 
as  to  threaten  to  pass  into  coma.  When  the  urine  contains 
a  considerable  quantity  of  albumen,  alcohol  should  not  be 
prescribed,  unless  absolutely  necessary  for  the  relief  of  some 
symptom  immediately  threatening  life,  and  then  it  should  be 
given  with  the  greatest  caution,  and  its  effects  on  tempera- 
ture, the  circulation,  and  on  the  urinary  and  other  secretions, 
both  as  to  quantity  and  quality,  be  carefully  and  frequently 
noted.  The  quantity  of  alcohol  prescribed  should  be  as 
much  only  as  may  be  necessary  to  effect  the  object  for  which 
it  is  prescribed.  In  the  fourth  week,  to  tide  the  patient  over 
the  concluding  days  of  the  disease,  it  may,  as  a  rule,  be  given 
more  freely  than  in  the  second  or  the  beginning  of  the  third 
week  of  the  disease,  but  it  is  in  exceptional  cases  only  that 
more  than  twelve  ounces  of  brandy  in  the  twenty-four  hours 
can  be  taken  without  inducing  some  of  the  worst  symptoms 
of  prostration.  Nearly  all  the  good  effects  of  alcohol,  when 
its  use  is  indicated,  are  obtained  by  four,  six,  or  eight  ounces 
of  brandy  in  twenty-four  hours.  Taken  in  excess — even 
when  in  smaller  quantities  it  would  do  the  patient  good — it 
dries  the  tongue,  muddles  the  mind,  or  induces  delirium  or 
drowsiness  approaching  to  coma,  and  diminishes  the  action 
of  the  secreting  organs,  on  the  healthy  action  of  which  the 
elimination  of  the  materials  destroyed  by  the  action  of  the 
fever  poison  depends.  For  the  last  thirty  years  I  have  made 
it  the  rule  of  my  practice  in  the  treatment  of  typhoid  fever 
to  abstain  from  giving  alcohol  if,  in  the  case  before  me,  I 
doubted  the  wisdom  of  giving  it;  when  in  doubt  I  do  not 
give  alcohol  in  typhoid  fever,  and  when  there  is  a  question  in 
my  mind  of  a  larger  or  smaller  dose  I,  as  a  rule,  prescribe  the 
smaller.  The  reverse  of  the  rule  I  laid  down  for  myself  in 
the  treatment  of  typhus  fever. 

In  conclusion,  I  will  briefly  sum  up  the  chief  points  that 
my  experience  has  taught  me  in  regard  of  the  treatment  of 
typhoid  fever : — 

Typhoid  fever  cannot  be  cured ;  but  more  lives  may  be 
saved  by  the  judicious  treatment,  and  more  lives  lost  by  the 
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improper  treatment  of  typhoid  fever  than  of  any  other  acute 
disease. 

For  a  very  large  proportion  of  cases  no  other  treatment  is 
really  required  from  beginning  to  end  than  rest  in  bed, 
quietude,  fresh  air,  pure  water,  and  regulated  diet,  although 
most  cases  are  benefited  by  a  little  wine  in  the  third  and 
fourth  weeks.  If  medicinal,  in  addition  to  hygienic,  treat- 
ment is  required,  it  is  because  special  symptoms  by  their 
severity  tend  directly  or  indirectly  to  give  an  unfavourable 
course  to  the  disease.  At  the  same  time  it  must  be  remem- 
bered that  the  gravity  of  some  symptoms  is  in  certain  cases 
due  to  lesions  of  structure  beyond  the  possibility  of  successful 
treatment — e.g.  primary  deep  sloughs  of  Peyer's  patches; 
and  that  other  grave  symptoms  pass  away  spontaneously, 
although  no  special  treatment  is  prescribed  for  their  relief. 
When  drugs  are  required  to  hold  in  check  a  special  symptom, 
their  use  should  be  discontinued  when  the  gravity  of  the 
symptom  for  which  they  are  prescribed  has  subsided. 

Temperature  so  high  and  continuous  as  to  be  a  cause  of 
danger,  either  directly  or  indirectly  by  favouring  serious 
degenerative  changes  of  structure,  is  present  in  exceptional 
cases  only,  and  for  such  cases  alone  is  the  direct  application 
of  cold  to  the  general  surface  required. 

Alcohol,  by  the  influence  it  exerts  on  the  nervous  system, 
is  of  the  greatest  value  in  the  treatment  of  typhoid  fever,  but 
it  should  only  be  given  for  the  purpose  of  attaining  a  definite 
object ;  its  effects  should  be  watched,  and  the  dose  so  regu- 
lated as  to  attain  the  desired  effect  from  as  small  a  quantity 
as  possible.  As  the  treatment  in  reference  to  many  symptoms 
is  in  the  present  state  of  our  pathological  knowledge  tenta- 
tive, it  may  have  to  be  varied  frequently  both  as  regards 
continuance  and  dose  of  drugs,  of  stimulants,  and  of  cold. 
My  experience  has  impressed  on  me  the  conviction  that  that 
man  will  be  the  most  successful  in  treating  typhoid  fever 
who  watches  its  progress,  not  only  with  the  most  skilled  and 
intelligent,  but  also  with  the  most  constant  care,  and  gives 
unceasing  attention  to  little  things,  and  who,  when  prescrib- 
ing an  active  remedy  weighs  with  the  greatest  accuracy 
the  good  intended  to  be  effected  against  the  evil  the  pre- 
scription may  inflict,  and  then,  if  the  possible  evil  be  death, 
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and  the  probable  good  short  of  the  saving  of  life,  holds  his 
hand. 

While  admitting  without  reserve  that  heroic  measures, 
fearlessly  but  judiciously  employed,  will  save  life  when  less 
potent  means  are  useless,  the  physician  whose  experience 
reaches  over  many  years  will,  on  looking  back,  discover  that 
year  by  year  he  has  seen  fewer  cases  requiring  heroic  mea- 
sures, and  more  cases  in  which  the  unaided  powers  of  nature 
alone  suffice  for  effecting  cure;  that  year  by  year  he  has 
learned  to  regard  with  greater  diffidence  his  own  powers,  and 
to  trust  with  greater  confidence  in  those  of  nature. 
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PEEFACE  TO  THE  ORIGINAL  EDITION 

THE  Two  Lectures  which  form  the  greater  part  of  this  little 
book,  were  delivered  to  the  medical  clinical  class  at  Univer- 
sity College  Hospital.  Thinking  that  even  an  imperfect  and 
incomplete  account  of  the  present  epidemic  of  Diphtheria  in 
London,  by  a  practitioner  who  has  seen  most  of  its  severer 
phases,  would  be  acceptable  to  the  profession,  I  determined 
to  publish  my  experience.  The  symptoms  of  diphtheria, 
during  the  present  epidemic,  agree  in  all  essential  particulars 
with  those  observed  hi  past  epidemics.  Indeed  my  study  of 
the  histories  of  epidemic  and  other  diseases,  leads  me  to  the 
conclusion  that  diseases  preserve  then*  essential  characters 
and  natures  from  age  to  age,  while  the  opinions  of  the  pro- 
fession respecting  them  and  their  treatment  change  from 
year  to  year.  This  change  seems  to  be  sometimes  the  result 
of  the  personal  sway  of  some  influential  teacher — sometimes 
the  result  of  real  advances  in  pathology  and  therapeutics. 

The  Lectures  are  dogmatical  in  tone,  because  they  were 
addressed  to  students ;  and  I  believe  dogmatism  to  be 
essential  for  successful  student-teaching.  I  endeavoured 
to  make  them  practical  in  regard  of  diagnosis  and  treat- 
ment, because  they  were  delivered  to  a  clinical  class.  The 
details  of  the  cases  are  few,  partly  because  the  majority  of 
the  patients  were  seen  in  private,  and  partly  because  I  have 
found  that  students  are  more  confused  than  instructed  when 
copious  details  of  a  case  are  placed  before  them. 

Since  the  Lectures  were  delivered,  several  other  cases 
of  Diphtheria  have  come  under  my  observation.  Some  of 
these  having  presented  special  points  of  interest,  or  pecu- 
liarities illustrating  general  statement  in  the  Lectures,  I 
have  added  materially  to  the  text,  and  slightly  modified  its 
arrangement. 

LONDON,  1861. 


DIPHTHEEIA 
ITS  SYMPTOMS  AND  TREATMENT 

LECTURE    I 

GENTLEMEN, — On  the  table  are  several  pieces  of  '  false  mem- 
brane/ coughed  up  by  a  young  gentleman  twenty-one  years 
of  age,  -while  suffering  from  diphtheria ;  also  the  pharynx, 
larynx,  and  lymphatic  glands  connected  with  those  parts, 
from  two  children  who  died  a  feAV  days  since  from  the  same 
disease. 

Diphtheria  is  one  of  the  acute  specific  diseases ;  that  is  to 
say,  it  is  a  general  disease,  runs  a  quick  and  definite  course, 
and  has  a  specific  cause.  Its  anatomical  character  is — 
spreading  inflammation  of  the  mucous  membrane  of  the 
pharynx,  attended  by  exudation  of  lymph. 

About  three  years  since,  diphtheria  became  epidemic  in 
London.  Since  the  early  part  of  1858,  I  have  seen  about 
fifty-eight  cases,  of  which  thirty-four  have  proved  fatal.1 
And  these  cases  have,  with  few  exceptions,  been  scattered 
over  the  district  bounded  on  the  south  by  Holborn  and 
Oxford  Street,  on  the  north  by  the  Highgate  and  Hampstead 
hills,  on  the  east  by  Hackney,  and  on  the  west  by  Shepherd's 
Bush :  they  may  be  considered  to  represent  the  general 
characters  of  the  epidemic  in  its  severer  forms  in  the  north 
of  London.  As  several  of  the  cases  occurred  within  the  last 
three  weeks,  and  as  they  differed  in  no  essential  particulars 
from  some  of  the  cases  I  saw  three  years  ago,  I  conclude  that 
the  epidemic  preserves  its  original  characters. 

As  in  the  other  acute  specific  diseases,  so  in  diphtheria 
the  general  or  the  local  symptoms  may  predominate,  and 
give  its  special  feature  to  the  case.  The  patient  may  die 

1  From  these  numbers  it  is  not  to  be  concluded  that  half  the  cases  of 
diphtheria  prove  fatal,  seeing  that  a  very  large  proportion  of  the  fifty-eight 
oases  came  under  my  observation  solely  because  of  their  extreme  gravity, 
many  of  the  patients  being  in  a  dying  state. 
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from  the  severity  of  the  general  disease,  or  he  may  die  from 
the  severity  of  some  one  of  its  local  consequences.  In  this 
particular,  diphtheria  bears  a  closer  affinity  to  typhoid  fever 
than  to  any  other  of  the  acute  specific  diseases;  for  in. 
typhoid  fever,  as  you  know,  the  patient  may  die  of  the  general 
affection :  i.e.  of  the  fever ;  or,  the  symptoms  of  the  general 
disease  being  trifling  in  the  extreme,  he  may  die  of  a  local 
consequence  of  the  fever,  e.g.  perforation  of  the  bowel. 
Diphtheria  is  by  no  means  new  to  England.  I  have  seen 
cases  of  it  every  now  and  then,  as  long  as  I  have  prac- 
tised medicine,  and  the  writings  of  the  older  English  phy- 
sicians prove  that,  from  time  to  time,  it  has  been  epidemic,  or 
very  common,  in  many  parts  of  England.  You  will  under- 
stand, however,  that  I  am  to-day  describing  diphtheria  as  it 
presented  itself  in  the  cases  from  which  the  preparations  on 
the  table  and  under  the  microscope  were  obtained,  and  from 
the  other  cases  of  the  disease  which  I  have  seen  during  the 
past  three  years.  I  have  told  you  that  the  anatomical  char- 
acter of  diphtheria  is  spreading  inflammation  of  the  pharynx, 
attended  by  exudation  of  lymph.  It  may  be  that  the  mucous 
membrane  covering  one  of  the  tonsils  is  the  primary  seat  of 
the  exudation,  or  it  may  be  that  the  arches  of  the  palate,  the 
posterior  surface  of  the  soft  palate,  the  uvula,  the  nares,  or 
the  mucous  membrane  of  the  pharynx  itself  is  the  starting- 
point  of  the  local  lesion.  At  first  there  is  redness  and  some 
swelling  of  the  parts,  and  perhaps  a  little  excess  of  mucus  on 
them ;  then  a  white  or  grey  patch,  due  to  the  presence  of  a 
layer  of  lymph,  is  seen  on  the  reddened  surface.  Usually  the 
redness  involves  the  whole  mucous  membrane  within  reach 
of  the  eye,  posterior  to,  and  inclusive  of,  the  anterior  arches 
of  the  palate,  before  any  lymph  is  exuded.  Sometimes  you 
see  at  once  many  little  points  of  lymph :  sometimes  only  one. 
Thus  starting  from  one  or  many  centres,  the  exudation 
spreads  anteriorly  on  to  the  soft  palate,  upwards  to  the  pos- 
terior nares,  and  downwards  to  the  upper  suface  of  the  epi- 
glottis, and,  if  not  arrested  by  nature  or  by  art,  it  descends 
into  the  larynx,  the  trachea,  and  the  bronchi.  I  have  seen, 
though  not  during  the  present  epidemic,  the  lymph  extend 
into  the  oesophagus  and  stomach. 

Tear  off,  during  life,  the  lymph  from  the  mucous  mem- 
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brane  of  the  pharynx,  and  you  expose  a  raw,  bleeding  surface, 
which  in  a  few  hours  is  covered  by  a  new  layer  of  lymph. 

I  have  spoken  of  lymph,  but  included  under  the  word 
lymph  are  a  variety  of  very  different-looking  substances. 
Sometimes  the  lymph  has  a  granular  appearance  and  very 
little  consistence  or  tenacity ;  sometimes  the  part  is  covered 
with  a  thinner  or  thicker  coating  of  a  white  or  grey  pulpy 
substance ;  so  thin,  soft,  and  separated  from  each  other  may 
be  the  little  particles  which  together  form  the  coating  of 
lymph,  that  we  cannot  apply  to  it,  correctly  at  least,  the 
term  membrane ;  for  no  shred  of  lymph  can  be  stripped  from 
the  surface.  At  other  times  the  layer  of  lymph  is  very  tough, 
elastic,  and  as  much  as  one-eighth  of  an  inch  in  thickness. 
In  the  one  case,  the  lymph  resembles  cream  in  appearance 
and  consistence;  in  the  other,  it  resembles  wash-leather. 
Between  the  two  extremes  we  meet  with  all  intermediate 
conditions  as  regards  consistence  and  tenacity. 

Pus,  granular  corpuscles,  oleoprotein  granules,  and  epi- 
thelium constitute  the  bulk  of  the  softer  forms  of  the  so- 
called  lymph ;  such  fibres  as  we  see  in  the  buffy  coat  of  blood 
coagula  constitute  the  bulk  of  the  toughest  varieties  of 
'  lymph.'  Now  and  then  ulceration,  and  even  sloughing,  of  a 
superficial  layer  of  the  subjacent  mucous  membrane  occurs ; 
and  blood  and  pus,  and  semi-detached  pieces  of  lymph  may 
form  foetid  shreds  of  some  size. 

As  to  the  presence  of  vegetable  growths  in  the  diphthe- 
ritic exudation,  no  doubt  they  have  occasionally  been  seen ; 
but  I  am  sure  they  have  not  been  present  in  several  cases  I 
have  carefully  examined ;  consequently  I  feel  satisfied  that 
epiphytes  have  played  no  essential  or  important  part  in  the 
cases  of  diphtheria  I  have  seen. 

At  the  bed-side,  and  in  this  room,  I  have  seized  every 
opportunity  of  impressing  on  you  the  general  fact,  that  when 
a  part  is  severely  or  deeply  inflamed,  the  lymphatic  glands  to 
which  the  lymphatics  of  the  inflamed  part  lead,  become  the 
seat  of  active  congestion,  and  ultimately  of  inflammatory 
exudation.  In  diphtheria  we  have  an  illustration  of  this 
general  law,  for  the  lymphatic  glands,  to  which  the  lymphatics 
of  the  pharynx,  etc.,  lead,  are  found  to  be  larger,  redder,  and 
moister  than  natural ;  and,  if  the  disease  has  continued  long 
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to  have  that  peculiar  brittleness,  and  pale,  but  brightish  red 
colour,  which  are  characteristic  of  the  presence  of  inflamma- 
tory exudation  in  the  glands.  During  life  we  feel  the 
enlarged  lymphatic  glands  behind  the  angle  of  the  lower  jaw 
on  either  side,  as  well  as  down  "the  neck  by  the  sides  of  the 
larynx  when  that  organ  is  involved  in  the  inflammation. 
When  the  discharges  from  the  pharynx  are  foetid,  and  the 
mucous  membrane  is  sloughy,  not  only  are  the  glands  behind 
the  angles  of  the  jaw  enlarged,  but  the  cellular  tissue  in 
which  they  are  placed  is  the  seat  of  effusion  of  serosity,  and 
even  of  exudation  of  lymph,  and  very  great  general  swelling 
of  the  part  is  the  result.1 

After  death  from  diphtheria,  too,  we  find  that  the  inflam- 
mation of  the  pharynx  has  not  been  limited  to  the  mucous 
membrane,  or  even  to  it  and  the  submucous  tissue,  for  the 
deeper  parts  are  thickened  and  toughened.  The  contraction 
of  the  exudation  poured  into  those  parts  is  sufficient,  in  many 
cases,  to  diminish  considerably  the  capacity  of  the  pharynx, 
its  mucous  membrane  being  thrown,  partly  from  this  cause 
and  partly  from  its  own  swollen  condition,  into  longitudinal 
rugse.  Acute  pulmonary  vesicular  emphysema,  the  result  of 
the  obstacle  to  expiration  produced  by  the  imperfect  occlu- 
sion of  the  larynx  and  trachea ;  collapse  of  lung  tissue  from 
the  combined  effects  of  lymph  or  mucus  in  the  smaller 
bronchial  tubes  leading  to  the  collapsed  tissue,  and  of  the 
impediment  to  deep  coughing  offered  by  the  state  of  the 
larynx ;  pneumonia,  lobar  or  lobular,  primary,  or,  as  is  more 
commonly  the  case,  secondary  to  collapse  of  lung  tissue; 
some  congestion  of  the  spleen,  of  the  liver,  and  of  the  kidney, 
induced  mechanically  by  the  state  of  the  lungs ;  and  enlarge- 
ment of  lymphatic  glands  at  a  distance  from  and  no  ways 

1  Trousseau  attaches  much  diagnostic  value  to  the  enlargement  of  the 
lymphatic  glands  of  the  neck  in  diphtheria.  I  cannot  agree  with  him  on  this 
point.  The  enlargement  of  the  glands  has  been — in  the  cases  of  diphtheria 
which  I  have  seen — in  proportion  to  the  severity  and  depth  of  the  local, 
nasal,  pharyngeal,  laryngeal,  and  tracheal  disease.  I  have  never  seen  it  greater 
in  proportion  to  the  local  primary  mischief,  than  in  other  forms  of  cynanche 
pharyngea.  In  children  generally,  the  swelling  of  the  glands,  other  things 
being  equal,  is  greater  than  it  is  in  adults ;  and  in  strumous  children  the 
enlargement  is  always  greater,  other  things  being  equal,  than  it  is  in  rickety 
or  in  healthy  children. 
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related  to  the  pharynx ; — are  all  the  lesions  additional  to  those 
constituting  its  anatomical  character,  which  I  have  found 
after  death  from  diphtheria  during  the  present  epidemic.1 

The  specimens  on  the  table  illustrate  much  of  what  1 
have  just  told  you. 

In  one  (Specimen  1)  we  see  the  reddened  mucous  mem- 
brane of  the  pharynx,  larynx,  trachea,  and  larger  bronchi. 
On  the  mucous  membrane  of  the  pharynx  and  larynx  is  a 
layer  of  the  granular  or  pulpy  variety  of  lymph ;  as  we  reach 
the  trachea,  the  lymph  gains  in  consistence,  so  that,  towards 
the  middle  of  the  trachea,  it  can  be  raised  as  a  distinct  mem- 
braniform  layer ;  where  it  can  be  so  raised,  its  under  surface 
is,  here  and  there,  crimson,  from  a  little  blood.  The  uvula  is 
all  but  gone  from  sloughing,  and  there  is  a  minute  slough  on 
one  tonsil.  On  removing  the  lymph  from  the  epiglottis,  we 
see  a  little  ulceration  of  its  mucous  membrane.  The  whole 
tract  of  mucous  membrane  covered  by  lymph  is  bright  crim- 
son and  thickened.  The  microscope  shows  us  that  the  softest 
lymph  is  composed  of  pus  corpuscles — the  pyoid  corpuscles 
of  Lebert,  and  other  smaller  and  larger  granular  corpuscles, 
epithelium,  and  oleoprotein  granules ;  and,  though  we  have 
used  re-agents  to  render  the  animal  matter  transparent,  no 
vegetable  growths  can  be  detected. 

In  the  second  specimen  we  have  a  good  example  of  the 
thick,  tough,  elastic  variety  of  lymph.  In  both  these  cases 
the  local  disease  extended  from  the  pharynx  to  the  larynx, 
trachea,  and  bronchi.  If  you  examine  the  lungs  on  the  table, 
you  will  see  that  the  mucous  membrane  of  the  first,  second, 
and  third  divisions  of  the  bronchi  is  coated  with  lymph. 
The  largest  piece  of  the  tough  lymph  (Specimen  2)  is  in  the 
form  of  a  hollow  tube,  and  is  evidently  a  cast  of  the  inside 
of  the  trachea.  Extending  from  some  of  the  larger  portions 
are  branches,  which  appear  to  have  been  formed  in  the 
bronchi.  I  have  placed  a  little  of  this  tough  variety  of  lymph 
under  the  microscope,  and  you  will  note  the  imperfectly 
fibrous  appearance  it  presents. 

In  the  third  specimen  on  the  table,  the  lymph  coats  many 

1  I  have  seen  (though  not  during  the  last  three  years)  the  exudative  in- 
flammation spread  down  the  oesophagus  and  the  stomach,  and  the  mucous 
membrane  of  those  parts,  as  a  consequence,  covered  with  lymph. 
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even  of  the  very  smallest  bronchi,  as  well  as  the  larynx, 
trachea,  and  large  bronchi.  The  presence  of  the  lymph  and 
mucus  in  the  smallest  bronchial  tubes,  dependent  partly  on 
the  state  of  the  larynx  and  trachea,  preventing  deep  coughing, 
has  led  to  the  collapse  of  the  lung  tissue :  pneumonia,  lobar 
and  lobular,  has  followed.  The  child  from  which  this  speci- 
men was  removed  was  the  subject  of  rickets.  Its  trachea 
was  opened  during  life.  You  will  observe  that  there  is 
neither  collapse  nor  pneumonia  of  the  lung  in  the  first  case ; 
the  false  membrane,  as  it  is  called,  does  not  extend  beyond 
the  larger  bronchi,  and  the  lungs  are  the  seat  of  acute  vesicu- 
lar emphysema. 

As  the  lymphatic  glands  connected  with  the  pharynx  and 
larynx  are  still  attached,  you  see  that  they  are  considerably 
larger,  as  well  as  redder  and  more  brittle,  than  they  should 
be.  In  neither  specimen  are  the  tonsils  much  larger  than 
normal ;  but  all  the  tissues  of  the  pharynx  and  soft  palate 
are  thickened  in  the  first  specimen ;  while  in  the  third  speci- 
men there  is  a  point  worthy  of  your  note,  of  the  highest  im- 
portance, viz.,  that,  while  the  larynx,  trachea,  and  bronchi 
are  coated  with  lymph,  there  is  but  a  small  patch  on  the 
pharyngeal  mucous  membrane ;  that  patch  is  limited  to  the 
posterior  wall  of  the  pharynx,  and  is  not  in  the  least  degree 
continuous  with  the  lymph  in  the  larynx.  There  were  here, 
then,  two  separate  centres  of  exudation,  and  the  laryngeal 
exudation  occurred  for  some  time  before  the  pharyngeal.  The 
exudative  inflammation  did  not  spread  from  the  larynx  to 
the  pharynx.  The  laryngeal  symptoms  were  urgent  before 
the  pharynx  was  in  any  way  affected,  and  you  see  most  clearly 
that  there  is  no  continuity  between  the  lymph  in  the  larynx 
and  that  in  the  pharynx ;  that  the  latter  is  situated  at  some 
distance  from  the  former.  In  the  first  case  the  exudative 
inflammation  began  in  the  pharynx,  and  spread  to  the  larynx ; 
and  we  see  that  the  layer  of  lymph  in  the  pharynx  is  contin- 
uous with  that  on  the  larynx,  the  continuity  being  well  seen 
on  the  arytseno-epiglottidean  folds.  Observe  for  yourselves 
the  differences  in  this  particular  in  the  two  specimens. 

The  most  practical  way  of  making  you  acquainted  with 
the  symptoms  of  diphtheria,  including  those  which  were 
present  in  the  cases  parts  of  which  are  before  you,  will  be,  I 
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think,  to  group  the  cases  I  have  seen,  so  as  to  constitute 
varieties. 

FIRST  VARIETY. — The  mild  form  of  diphtheria. — There 
are  cases  in  which  the  general  symptoms  and  the  local  lesions 
are  trifling,  and  no  sequelae  follow.  Of  these  mild,  but 
unequivocal  cases  of  diphtheria,  I  have  seen  only  seven; 
viz.  three  out-patients  at  the  Hospital  for  Sick  Children, 
and  four  cases  in  private  practice. 

Here  are  the  particulars  of  a  case  of  this  kind  I  saw  with 
Dr.  Hawkesley. 

The  patient  was  six  years  of  age.  She  had  long  had 
chronic  enlargement  of  the  tonsils,  and  suffered  occasionally 
from  acute  inflammation  of  the  tonsils.  In  the  attack  of 
diphtheria,  inflammation  of  the  mucous  membrane  covering 
the  tonsils  and  arches  of  the  palate,  but  very  trifling  in 
degree,  preceded  for  some  days  the  exudation  of  lymph. 
When  the  exudation  occurred,  it  was  seated  between  the 
uvula  and  the  tonsils,  on  the  anterior  arches  of  the  palate. 
In  addition  to  the  exudation  of  lymph,  trifling  febrile  disturb- 
ance, the  least  possible  soreness  of  the  throat  in  swallowing, 
and  a  little  more  swelling  of  the  glands  near  to  the  angle  of 
the  jaw  that  is  always  present  in  this  child,  were  all  the  ail- 
ments in  the  case.  Dr.  Hawkesley  examined  the  urine  daily, 
but  no  albumen  was  present,  and  no  affection  of  the  nervous 
system  followed. 1 

SECOND  VARIETY. — The  inflammatory  form  of  diphtheria. 


1  This  variety  of  diphtheria  is  doubtless  more  common  than  my  personal 
experience  would  lead  me  to  suppose.  It  is  probable,  also,  that  there  are 
many  inflamed  throats  which  have  their  origin,  when  diphtheria  is  epidemic, 
in  the  diphtheria  miasm,  whatever  that  may  be,  just  as  many  cases  of  diar- 
rhoea originate  in  cholera  miasm,  when  that  disease  is  epidemic.  And  it  is  as 
difficult  to  aay  in  some  cases  that  an  inflamed  pharynx  is  not  due  to  mild 
diphtheria,  as  it  is  to  say  that  a  serous  diarrhoea  is  not  cholera.  Of  course 
one  or  more  members  of  a  family  having  exudation  on  to  the  pharyngeal 
mucous  membrane,  and  others  at  the  same  time  having  merely  inflamed 
throats,  would  be  strong  presumptive  evidence  that  the  latter  had  diphtheria 
without  exudation.  As  when  two  children  of  a  family  have  scarlatina  with 
rash,  and  a  third,  at  the  same  time,  just  before,  or  just  after,  has  sore  throat 
without  rash,  we  consider  there  is  strong  presumptive  evidence  that  the 
latter  was  a  case  of  scarlatina  sine  eruptione.  In  describing  diphtheria  in 
these  lectures,  however,  I  have  drawn  my  description  from  those  cases  only 
in  which  exudation  has  occurred. 
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— Symptoms  of  severe  cynanche  pharyngea  precede  the  exu- 
dation of  lymph  in  what  may  be  called  the  inflammatory 
form  of  diphtheria.  There  is,  in  this  variety  of  the  disease, 
redness,  and  swelling  of  the  mucous  membrane  covering  the 
arches  of  the  palate,  the  uvula,  and  the  tonsils.  The  redness 
is  in  some  cases  vivid,  in  others  dusky.  The  swelling  of  the 
uvula  is  frequently  considerable,  and  it  often  has,  from  effu- 
sion of  serosity  into  the  submucous  tissue,  a  jelly-like  trans- 
parency and  aspect.  The  pain  in  the  act  of  swallowing  is 
great,  so  that  occasionally  deglutition  is,  from  this  cause, 
almost  impossible.  The  febrile  disturbance  may  be  extreme, 
or  moderate ;  the  pulse  is  frequent,  but  soon  becomes  weak ; 
there  is  considerable  sense  of  weakness  and  of  illness.  From 
twelve  to  forty-eight  hours  from  the  first  symptoms  of  throat 
affection,  a  layer,  more  or  less  extensive,  of  tough  lymph  coats 
the  inflamed  surface,  and  when  death  follows,  it  does  so  from 
extension  of  the  exudative  inflammation  to  the  larynx, 
trachea,  etc. 

Let  me  give  you  an  outline  of  some  cases  of  the  inflam- 
matory form  of  diphtheria. 

Dr.  E.  called  on  me  one  morning,  complaining  that  he 
felt  extremely  ill  and  weak,  and  that  his  throat  was  very  sore. 
I  found  his  pulse  rapid,  but  not  strong ;  his  skin  hot.  On 
examining  his  throat  the  arches  of  the  palate  and  all  the 
parts  visible  beyond  were  deep  but  dusky  red  and  swollen, — 
the  uvula  was  oedematous,  the  effort  to  swallow  caused  severe 
pain.  In  three  days  all  the  previously  red  parts  were 
covered  by  a  thick  layer  of  tough  lymph,  having  the  colour 
and  general  appearance  of  wash-leather.  The  disease  did  not 
extend  to  the  larynx,  and  Dr.  E.  recovered. 

Mr.  A.,  who  expectorated  the  cast  of  the  trachea  on  the 
table,  was  a  patient  of  Mr.  Pearse,  of  Tavistock  Square.  Feel- 
ing poorly  Mr.  A.  left  home  on  last  Thursday  fortnight,  for 
two  or  three  days : — on  the  Monday  following  Mr.  Pearse  ex- 
amined his  throat,  found  it  dusky-red,  and  the  uvula  to  have 
that  peculiar  gelatinous  aspect  which  indicates  subrnucous 
serous  effusion.  On  the  next  day  Mr.  Pearse  observed 
patches  of  lymph  on  the  right  tonsil  and  on  the  uvula.  On 
Friday,  not  only  was  there  a  layer  of  lymph  covering  the 
uvula,  arches  of  the  palate,  part  of  the  soft  palate,  and  the 
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pharynx,  but,  by  depressing  the  tongue,  we  could  see  the 
erect  epiglottis  covered  with  the  same  tough  lymph.  That 
the  patient's  larynx  was  affected  was  shown  by  his  husky 
whispering  voice,  the  necessity  he  was  under  of  sitting  erect 
in  bed,  the  recession  of  the  soft  parts  of  the  chest  walls  when 
he  inspired,  the  lengthened  inspiration,  the  lividity  of  his  lips, 
the  fulness  of  his  eyes,  and  the  venous  injection  of  his  con- 
junctivse. 

His  urine  was  loaded  with  lithates ;  if!  contained  a  con- 
siderable quantity  of  albumen,  and  a  very  few  granular  casts 
of  tubes.  There  is  a  specimen  of  the  urine  on  the  table,  and 
I  have  placed  some  of  it  under  the  microscope.  A  large 
number  of  crystals  of  uric  acid  have  formed  in  it  since  it  was 
passed.  On  Saturday  night  he  coughed  up  the  cast  of  the 
trachea  on  the  table,  with  temporary  relief  to  the  breathing. 
Many  large  pieces  of  membraniform  lymph  were  coughed  and 
hawked  up  the  next  day,  but  on  Sunday  afternoon  he  died 
somewhat  suddenly.  His  pulse  on  Friday  was  120;  on 
Saturday  130 ;  and  on  Sunday  midday  as  frequent.  Of  seven 
cases  I  have  seen  referable  to  this  variety,  three  proved  fatal ; 
one  forty-eight  hours  from  the  first  symptom,  and  one  (Mr. 
A.'s)  so  late  as  the  eleventh  day  of  illness,1  and  all  three  by 
extension  of  the  exudation  to  the  larynx. 

The  following  is  a  mild  case  of  the  inflammatory  form  of 
diphtheria : — Eliza  R,  aged  20,  had  been  in  constant  attend- 
ance on  Dr.  E.  On  March  the  13th,  1858,  she  began  to  feel 
ill,  with  sense  of  weakness  and  general  lassitude.  Her  throat 
at  this  time  was  slightly  sore ;  her  skin  was  hot,  her  pulse 
quick,  her  bowels  confined :  she  was  thirsty,  without  appetite, 
and  had  constant  nausea.  I  saw  her  on  the  18th,  when  there 
was,  in  addition  to  these  symptoms,  a  patch  of  lymph  on  the 
left  tonsil,  which  was  red  and  swollen.  On  the  20th  she  was 
admitted  into  this  hospital.  On  this,  the  eighth  day  of  ill- 
ness, her  skin  was  still  hot,  and  her  pulse  frequent  but  not 
particularly  weak.  There  was  some  swelling  and  tenderness 
just  outside  the  angle  of  the  jaw  on  the  left  side,  the 
lymphatic  glands  down  each  side  of  the  neck  were  enlarged 
and  tender,  deglutition  was  painful,  and  the  voice  was  hoarse. 

1  If  diphtheria  began  on  the  Monday,  then  Mr.  A.  died  on  the  seventh  day 
of  illness. 
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The  patch  of  lymph  noted  on  the  enlarged  left  tonsil  on  the 
18th  had  increased  in  size ;  it  was  removed  by  a  pair  of  for- 
ceps, and  a  raw,  red,  bleeding  surface  was  exposed.  The 
arches  of  the  palate  were  very  red;  and  the  tongue  was 
covered  with  a  white  fur ;  there  was  no  albumen  hi  the  urine. 

When  rapidly  convalescing  from  the  diphtheria,  she  had, 
on  the  24th  of  March,  an  attack  of  acute  rheumatism,  from 
which  she  recovered  in  little  more  than  a  week,  and  left  the 
hospital  well.1 

I  must  add  yet  one  other  case  of  this  form  of  diphtheria, 
the  constitutional  disturbance  in  this  case  being  even  less 
than  in  Elizabeth  R 

Thomas  C.,  aged  33,  a  night  railway-porter,  a  strong-made 
and  generally  healthy  man,  was  admitted  into  this  hospital 
on  Sunday,  April  4th,  1858. 

This  man  awoke  at  nine  o'clock  on  the  morning  of  his 
admission  into  the  hospital  (having  felt  quite  well  on  going  to 
bed  a  few  hours  before)  with  a  sensation  of  c  swelling  in  his 
throat/  The  effort  to  swallow  caused  intense  pain.  The 
surgeon,  whom  he  at  once  consulted,  touched  his  throat  with 
nitrate  of  silver.  At  one  o'clock  he  was  seen  by  my  assistant, 
Dr.  Pougnet;  the  uvula  was  then  so  enormously  enlarged, 
1  as  thick  as  the  little  finger,'  that  he  could  not  see  into  the 
pharynx. 

I  saw  the  man  on  Monday,  i.e.  the  second  day  of  his  ill- 
ness. ,  The  uvula  was  as  large  as  on  his  admission ;  its  ante- 
rior surface  was  covered  with  lymph,  and  when  it  was  raised, 
on  its  posterior  surface  was  found  a  transparent  whitish 
layer  of  lymph  which  could  be  peeled  off  with  a  pair  of  for- 
ceps. There  was  a  small  patch  of  lymph  extending  from  the 
uvula  on  to  the  soft  palate,  which  was  generally  of  a  bright 
red  colour.  The  pharynx  and  tonsils  were  free  from  lymph. 
The  lymphatic  glands  at  the  angles  of  the  lower  jaw,  and 
down  the  neck  on  each  side  of  the  larynx,  were  larger  than 
natural,  and  tender.  On  the  next  day  the  uvula  was  un- 
changed in  appearance,  but  the  arches  of  the  palate  were 
very  red,  and  dotted  over  with  small  patches  of  opaque  white 
lymph.  On  Wednesday,  i.e.  the  fourth  day  of  disease,  the 

1  In  one  case  several  joints  were  swollen,  hot,  and  tender  during  the 
attack.     The  patient  recovered. 
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uvula  had  diminished  in  size,  but  the  exudation  on  it  formed 
a  thick  tough  layer.  There  was  a  small  patch  of  lymph  on 
the  right  tonsil.  The  pain  in  deglutition  was  still  very  great. 

On  the  sixth  day  the  man's  general  state  and  local  lesion 
had  considerably  improved ;  he  looked  much  better. 

Up  to  this  time  his  pulse  had  ranged  from  88  to  96,  and 
on  the  fourth  day  it  was  noted  to  be  full  and  hard.  The 
temperature  ranged  from  99°  to  100°  Fahrenheit,  and  on  the 
fourth  and  fifth  days  the  skin  was  noted  to  be  hot  and  dry : 
before  and  after  that  it  felt  cool  to  the  hand. 

On  the  tenth  day  the  man  was  almost  well,  only  his  uvula 
was  rather  redder  and  larger  than  natural. 

THIRD  VARIETY. — The  insidious  form  of  diphtheria. — In 
the  cases  referable  to  this  head  there  is  no  severity  in  the 
general  symptoms,  no  marked  soreness  of  throat,  no  notable 
swelling  of  the  lymphatic  glands,  but  suddenly  and,  if  the 
pharynx  has  not  been  examined,  unexpectedly,  laryngeal 
symptoms  supervene,  and  death  rapidly  follows  from  suffo- 
cation. If  the  pharynx  be  not  examined  the  disease  is  con- 
founded with  primary  croup. 

A  child,  aged  about  six  years,  living  in  a  villa  near  the 
Brecknock  Arms,  had  suffered  for  some  days  from  slight  sore 
throat,  but  was  not  thought  to  be  sufficiently  ill  to  require 
medical  advice,  or  even  to  be  kept  in  the  house,  when  the 
sudden  occurrence  of  'croupy'  breathing  excited  alarm. 
Mr.  Baly,  of  Kentish  Town,  was  called  to  the  child.  He 
found  that  the  pharynx  was  covered  with  lymph,  and  that 
the  larynx  was  deeply  involved  in  the  disease.  About  two 
P.M.,  within  an  hour  of  Mr.  Baly's  first  visit,  I  saw  the  child 
with  him;  the  friends  declined  to  allow  tracheotomy  to  be 
performed ;  the  same  afternoon  the  child  died. 

Ten  days  since  I  saw  a  similar  case  a  few  hours  before 
death,  with  Mr.  Noyce,  of  Brecknock  Crescent.  Several 
children  of  the  family  had  just  suffered,  and  recovered  with- 
out treatment,  from  sore  throat.  They  had  been,  in  the 
parents'  estimation,  worse  than  was  our  little  patient  (set.  6), 
when  her  croupy  breathing  excited  their  alarm.  The  friends 
declined  to  allow  tracheotomy  to  be  performed,  and  the  child 
died  within  forty-eight  hours  from  the  supervention  of  the 
first  laryngeal  symptoms. 
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A  child,  aged  about  six  years,  had  suffered  for  two  or  three 
days  from  sore  throat.  The  surgeon  who  saw  the  child  before 
the  father  left  home  in  the  morning  assured  him  that  the 
disease  was  trifling.  On  the  father's  return,  late  at  night,  the 
croupy  breathing  excited  his  alarm.  1  saw  the  child,  with 
the  surgeon,  about  midnight.  There  was  then  rapid  pulse, 
husky  whispering  voice,  shrill  respiration,  and  great  dys- 
pnoea. Before  seven  o'clock  in  the  morning  the  child  was 
dead. 

The  infant  child,  aged  eleven  months,  of  a  surgeon,  had 
for  a  day  or  two  slight  symptoms  of  sore  throat.  The  father's 
fears,  although  he  is  an  anxious  parent  and  a  most  intelligent 
and  experienced  practitioner,  were  not  excited  till  between 
ten  and  eleven  at  night  when  he  noticed  for  the  first  time 
laryngeal  breathing.  The  extreme  recession  of  the  softer 
parts  of  the  chest  walls  during  inspiration  proved  the  impedi- 
ment to  the  passage  of  the  air  through  the  larynx.  There 
was  a  little  lymph  on  the  pharyngeal  mucous  membrane 
when  I  saw  the  child  about  eleven  P.M.  Before  morning  it 
was  dead.  These  cases  will  impress  on  you  the  importance 
of  examining  carefully  the  pharynx  in  every  case,  even  the 
most  trifling,  of  sore  throat. 

FOURTH  VARIETY. — The  nasal  form  of  diphtheria. — 
Another  set  of  cases  constitute  what  has  been  termed  the 
nasal  form  of  diphtheria.  After  some  febrile  disturbance  of 
low  type,  a  sanious  discharge  from  the  nose  attracts  attention ; 
then  the  glands  about  the  angles  of  the  jaw  swell ;  the  arches 
of  the  palate  and  the  tonsils  are  found  to  be  red  and  swollen : 
muco-purulent  fluid  bubbles  in  quantity  from  the  narrow 
isthmus  faucium,  and  prevents  you  obtaining  a  clear  view  of 
the  pharyngeal  mucous  membrane.  After  a  few  days  the 
disease  subsides,  and  you  remain  in  doubt  as  to  its  nature ; 
or  it  spreads  to  the  larynx,  and  the  diagnosis  becomes  easy, 
and  death  enables  you  to  verify  it ;  or  some  other  member 
of  the  family  or  an  attendant  sickens  with  unmistakable 
symptoms  of  diphtheria.  Or  the  disease  begins  with  trifling 
sanious  discharge  from  the  nares ;  the  lymphatic  glands  are 
scarcely  at  all  affected,  and  the  nature  of  the  disease  is 
not  even  suspected  till  death  is  imminent  from  suffoca- 
tion ;  or  again,  when  the  exudation  reaches  the  pharynx,  the 
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pharyngeal  symptoms  may  be  most  distressing,  and  lead  to 
inspection  of  the  part  and  the  detection  of  the  disease. 

In  November,  1859,  I  saw,  with  Dr.  Carlill  of  Berners 
Street,  a  very  interesting  case  of  nasal  diphtheria,  remarkable 
especially  for  the  difficulty  of  the  diagnosis,  even  at  a  time 
when  serious  symptoms  were  present.  The  patient  was  a 
girl  aged  two  years.  The  parents  first  observed  that  the 
child  had  a  little  sanious  discharge  from  the  nose,  and  was 
very  decidedly  out  of  health.  The  discharge  from  the  nose 
had  ceased  when  I  saw  the  child.  There  was  no  enlargement 
of  the  lymphatic  glands  of  the  neck.  The  great  feature  in. 
the  case  at  that  time  was  frequent  vomiting.  Almost  every 
attempt  to  swallow  was  followed  by  efforts  of  vomiting,  and 
the  forcible  ejection  of  fluids  through  mouth  and  nose.  As 
the  vomiting  seemed  sometimes  to  come  on  before  the  fluids 
could  have  reached  the  stomach,  the  throat  was  inspected  by 
both  Dr.  Carlill  and  myself;  nothing  wrong  in  it  could,  how- 
ever, be  detected.  Although  the  nature  of  the  case  was 
obscure,  the  whole  group  of  symptoms  present  led  us  to  the 
opinion  that  they  were  the  consequence  of  disordered  inner- 
vation  from  cerebral  disturbance,  rather  than  the  result  of 
any  throat  affection.  '  Two  days,'  Dr.  Carlill  wrote  me, '  after 
you  visited  her,  I  saw  a  thin  pellicle  partly  covering  the  velum 
pendulum  palati,  and  partly  detached  and  hanging  down  into 
the  mouth.  She  died  the  next  day,  never  having  been  able 
to  swallow  more  than  a  small  part  of  what  was  given  her  for 
about  six  days.'  The  immediate  cause  of  death  was  the 
extension  of  the  exudation  to  the  larynx ;  the  child  died  from 
suffocation,  as  in  primary  croup. 

The  following  case  of  nasal  diphtheria  possesses  special 
interest  from  the  chief  evidence  in  favour  of  the  diagnosis 
being  the  communication  of  the  disease  to  another — just  the 
kind  of  evidence  which  we  consider  conclusive  in  regard  of 
the  nature  of  some  obscure  cases  of  scarlet  fever. 

Master  P.,  aged  about  two  years,  suffered  some  febrile 
disturbance  of  low  type,  and  profuse  muco-purulent  discharge 
from  the  nares,  and  redness  and  swelling  of  the  velum  pen- 
dulum palati,  uvula,  arches  of  the  palate,  and  tonsils;  the 
posterior  wall  of  the  pharynx  was  not  very  clearly  to  be  seen, 
in  consequence  of  the  large  quantity  of  muco-purulent  fluid 
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that  bubbled  in  the  pharynx.  Dr.  Carlill,  whose  patients  this 
little  one  and  his  brother,  less  severely  but  similarly  affected, 
were,  thought  the  cases  were  true  diphtheria.  I  had  con- 
siderable doubt  on  the  point.  At  any  rate,  as  we  could  see 
no  lymph,  and  the  larynx  was  not  affected,  I  hesitated  to 
admit  it.  Dr.  Carlill  was  in  attendance  from  the  15th  to  the 
28th  of  March  1860,  and  a  lotion  was  injected  into  the  nares 
and  throat  by  Dr.  Carlill  daily,  from  the  15th  to  the  25th. 
On  two  occasions  Dr.  Carlill  remembered  distinctly  that  the 
child  coughed  some  sputa  into  his  face.  On  April  2nd,  Dr. 
Carlill  was  himself  attacked  by  diphtheria. 

Had  the  child  whose  case  I  am  now  about  to  relate 
recovered,  and  had  not  the  child  in  the  next  bed  suffered 
within  a  few  days  from  unquestionable  diphtheria,  doubts  as 
to  the  nature  of  the  disease  under  which  it  suffered  might 
have  been  felt. 

William  W.,  aged  two  years  and  three  months,  a  delicate 
child,  the  subject  of  rickets,  was  admitted  into  the  Hospital 
for  Sick  Children  on  the  31st  of  December  1860,  the  rash  of 
measles  having  appeared  on  that  day.  The  rash  came  out 
full  and  well ;  from  the  first  there  were  abundant  sonorous 
and  mucous  ronchi  audible  over  the  whole  chest.  On  the 
3rd  of  January,  that  is,  the  fourth  day  of  the  eruption,  there 
was  much  discharge  from  the  nose,  and  a  little  ulceration  of 
the  orifice  of  the  nares.  His  appetite  was  good,  there  was  no 
difficulty  in  swallowing ;  the  skin  was  very  hot. 

By  ten  o'clock  the  same  night  a  marked  change  had  taken 
place  in  the  child,  and  the  following  notes  of  its  state  were 
made  by  Mr.  Sydney  Ringer,  the  very  able  Medical  Registrar 
to  the  Hospital : — 

'  Child  prostrate ;  pulse  160,  weak ;  respirations  hurried 
but  not  laborious;  no  lividity  of  the  face  or  body.  Abun- 
dant dirty  muco-purulent  discharge  from  the  right  nostril. 
Fauces,  uvula,  and  tonsils  red,  and  very  much  swollen,  and 
covered  with  thick  tenacious  mucus.  No  exudation  can  be 
seen,  but  then  the  thick  mucus  in  the  pharynx  prevents  a 
perfect  inspection  of  the  parts.'  At  nine  A.M.,  the  fifth  day  of 
eruption,  the  child  was  weaker,  but  could  still  swallow  solids 
and  fluids,  and  apparently  without  difficulty.  The  eruption 
was  well  out. 
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About  one  P.M.  the  nurse  raised  the  child's  head,  in  order 
to  give  it  some  food — it  fell  back  and  died  without  a  struggle. 

The  body  was  examined  the  next  day.  The  lungs  were 
the  seat  of  extensive  acute  emphysema,  and  of  a  little  col- 
lapse. The  lymphatic  glands  along  the  trachea  were  not 
enlarged;  those  behind  the  angles  of  the  lower  jaw  were  only 
just  perceptible  to  touch  before  the  integuments  over  them 
were  divided.  The  whole  substance  of  the  velum  pendulum 
palati  and  uvula  was  considerably  thickened  and  toughened. 
The  cavity  of  the  pharynx  was  smaller  than  natural,  the 
mucous  and  sub-mucous  tissues  thickened;  the  mucous 
membrane  was  bright  red,  and  elevated  into  rugae.  Here 
and  there,  on  the  surface  of  the  mucous  membrane  at  the 
upper  part  of  the  pharynx  in  the  vicinity  of  the  posterior 
nares  was  a  little  lymph,  granular  in  form,  very  soft,  and 
easily  removed  by  scraping  with  the  knife,  nowhere  forming 
a  continuous  layer.  The  arytceno-epiglottidean  folds  were 
greatly  thickened,  the  epiglottis  also  decidedly  but  less 
thickened.  The  mucous  membrane  of  the  larynx  was  less 
smooth  and  polished,  and  at  the  same  time  redder  than  it 
should  be,  and  the  chordce  vocales  were  more  spongy-looking 
than  natural.  The  abnormities  of  the  larynx  were  all  insig- 
nificant in  degree — perhaps  such  as  are  often  present  in 
measles.  The  lesions  of  the  upper  part  of  the  pharynx  were 
decided,  although  still  trifling ;  they  were  the  result  of  nasal 
diphtheria,  complicating  the  measles.  The  child  probably 
died  at  so  early  a  period  of  the  diphtheria,  in  consequence  of 
the  weakness  resulting  from  the  severe  attack  of  measles 
under  which  it  was  suffering  at  the  time  the  diphtheria 
supervened,  and  its  natural  delicacy  of  constitution  (it  was 
not  only  rickety  but  also  tubercular).  The  cause  of  death 
was  asthenia. 

As  if  to  prove  to  us  the  nature  of  this  case,  the  child  in 
the  next  bed  sickened  with  well-marked  diphtheria  within 
twelve  hours  of  William  W.'s  death.  In  twenty-four  hours 
from  the  first  symptoms  of  illness,  its  trachea  was  opened  by 
Mr.  Berkeley  Hill,  death  by  suffocation  being  imminent.  I 
shall  describe  this  case  at  some  length  in  my  next  lecture 
when  speaking  of  the  value  of  tracheotomy. 

FIFTH  VARIETY. — The  primary  laryngeal  form  of  diph- 


512  DIPHTHERIA 

tJieria. — I  have  seen  three  cases  in  which  the  exudation 
seemed  without  doubt  to  occur  first  hi  the  larynx,  the 
pharynx  being  subsequently  affected.  We  may  call  this — 
primary  laryngeal  diphtheria.  In  one  of  these  cases  the 
patient  was  a  medical  man,  about  forty-five  years  of  age. 
The  disease  began  with  pain  in  deglutition,  and  redness  and 
swelling  of  the  mucous  membrane  of  the  pharynx,  arches  of 
the  palate,  uvula,  and  soft  palate.  Laryngeal  symptoms 
rapidly  supervened;  then  a  little  lymph  was  seen  on  the 
arches  of  the  palate,  the  exudation  being  more  abundant  at 
the  base  of  the  arch  than  above,  and  equal  on  the  two  sides ; 
it  looked  as  if  it  had  spread  upwards  from  the  larynx.  The 
patient  would  have  died  from  apncea  had  not  the  larynx  been 
opened  on  the  third  day  of  illness.  During  the  second  week 
of  illness,  he  almost  died  from  asthenia. 

Another  case  was  that  of  the  child  whose  pharynx,  larynx, 
trachea,  etc.,  are  on  the  table  (Specimen  3).  I  described  the 
parts  to  you  early  in  the  lecture  (p.  501). 

In  all  the  varieties  of  diphtheria  I  have  described,  the 
disease  when  fatal  proved  so  in  consequence  of  exudative 
inflammation  affecting  the  larynx.  The  patient  dies  hi  such 
case  from  the  impediment  to  the  entrance  of  the  air  into  the 
lungs.  In  the  variety  of  which  I  am  now  about  to  speak  the 
patient,  when  the  disease  proves  fatal,  dies  from  the  general 
disease. 

SIXTH  VARIETY. — The  astJienic  form  of  diphtheria. — In 
this  form  the  disease  begins  sometimes  with  general  and 
local  symptoms  of  moderate  severit}*.  Soon,  however,  the 
pulse  is  rapid  and  feeble ;  the  sense  of  weakness  and  of  illness 
extreme ;  the  skin  is  not  very  hot,  but  there  is  a  peculiar 
feverish  pungency  in  its  heat  as  appreciated  by  the  touch : 
the  complexion  has  that  dirty-looking,  pallid,  and  opaque 
aspect  which  we  see  in  so  many  general  diseases.  In  some 
cases,  from  an  early  period  of  the  disease,  the  brown  tongue, 
the  sordes  on  the  teeth,  etc.,  and  the  muttering  delirium 
which  are  characteristic  of  the  so-called  typhoid  condition, 
are  present.  On  examining  the  throat,  more  or  less  lymph 
is  seen  on  the  pharyngeal  mucous  membrane.  The  lymph  in 
these  cases  has  always,  in  my  experience,  been  of  the  granular, 
pulpy,  or  softer  form.  The  patient  may  swallow  Avith  perfect 
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facility  and  the  throat  symptoms  be  trivial  in  degree,  and 
this  even  when  the  pharyngeal  mucous  membrane  is  covered 
with  lymph.  In  other  cases  the  pain  in  deglutition  is 
extreme.  The  extension  of  the  exudative  inflammation  to 
the  larynx,  when  it  occurs,  is  shown  by  a  little  huskiness  and 
want  of  power  in  the  voice,  and  imperfectly  marked  laryngeal 
breathing.  The  patient  usually  dies  in  about  ten  or  twelve 
days,  death  being  the  result  not  of  apnoea,  but  of  asthenia. 
It  is  failure  of  the  heart's  action  and  not  want  of  breath  that 
causes  death. 

I  saw  a  case  referrible  to  this  head  with  Dr.  Turle,  of  St. 
John's  Wood.  The  patient,  a  little  girl  aged  eight  years, 
lived  at  the  extreme  verge  of  London  in  that  direction.  She 
had  been  poorly  for  a  few  days  when  seen  by  Dr.  Turle.  The 
friends  said  there  was  only  slight  sore  throat  and  weakness. 

Dr.  Turle  noted,  on  the  6th  of  October  1859,  'skin  not 
only  hot,  but  feverishly  pungent,  slightly  furred  tongue,  some 
enlargement  of  the  glands  behind  the  angles  of  the  jaw,  and 
all  the  parts  of  the  pharynx  visible  to  the  eye  covered  with 
lymph.'  On  the  12th  the  urine  contained  a  good  deal  of 
albumen.  On  the  15th  I  saw  the  patient ;  there  was  then 
evidence  of  extension  to  the  larynx,  but  the  laryngeal  symp- 
toms were  not  at  all  urgent.  On  the  18th  death  occurred,  as 
Dr.  Turle  says  in  his  notes  of  the  case,  '  from  exhaustion,  and 
not  from  asphyxia.' 

The  following  case  is  remarkable  for  the  rapidity  with 
which  the  disease  ran  its  course,  the  early  delirium,  and  the 
severity  of  the  general  symptoms.  Although  the  larynx  was 
severely  affected,  it  was  manifest  that  its  lesion  played  but  a 
small  part  in  causing  death.  Had  the  general  derangement 
been  less,  no  doubt  the  affection  of  the  larynx  would  soon, 
however,  have  formed  a  prominent  feature  in  the  case,  and  even 
have  led  to  a  fatal  termination  in  another  twenty-four  hours. 

Henry  M.,  aged  seventeen  years,  was  in  good  health  on 
Friday  night,  February  12,  1858.  He  had  spent  the  evening 
in  society,  and  sung  a  good  deal.  The  next  morning  he  had 
sore  throat  and  difficulty  in  swallowing;  slight  cough;  he 
vomited,  and  felt  cold  and  shivered.  By  noon  he  was  unable 
to  swallow ;  at  night  his  breathing  became  difficult,  his  breath 
offensive,  and  he  was  delirious.  On  the  14th  he  was  still 
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unable  to  swallow,  could  not  get  out  of  bed  without  assist- 
ance, and  was  delirious.  At  two  P.M.  on  the  14th,  he  was 
carried  to  nay  ward  in  this  hospital. 

Soon  after  his  admission,  Dr.  Pougnet  found  him  in  a 
very  prostrate  condition,  lying  on  his  back,  and  muttering 
deliriously.  He  could  not  be  made  to  answer  questions,  or  to 
protrude  his  tongue ;  and  as  he  resisted  ah1  attempts  to  open 
his  mouth,  the  state  of  his  pharynx  could  not  be  seen.  But 
as  there  was  swelling  about  the  angles  and  under  the  rami  of 
the  jaw  and  down  the  neck,  the  breath  had  a  gangrenous 
odour,  and  there  was  profuse  discharge  of  yellowish  offensive 
fluid  from  the  mouth,  and  no  rash  on  the  skin,  and  as  he  had 
not  been  exposed  to  the  scarlet-fever  poison,  the  d  iagnosis  of 
diphtheria,  although  not  absolute,  was  highly  probable.  His 
face  was  puffy,  his  lips  blue,  his  pulse  frequent,  small,  and 
weak.  He  died  the  same  night ;  thirty-six  hours  only  from 
the  first  symptoms  of  disease. 

After  death  the  mucous  membrane  of  the  pharynx  was 
found  dark  crimson  grey  in  colour,  and  covered  over  its 
greater  extent  by  a  layer  of  the  granular  variety  of  lymph. 
The  capacity  of  the  pharynx  was  less  than  natural,  in  conse- 
quence of  cetleinatous  thickening  of  the  submucous  tissue 
and  corrugation  of  the  mucous  membrane.  The  velum 
pendulum  palati  was  greatly  thickened,  and  the  posterior 
surface  of  the  uvula  was  covered  with  lymph. 

The  upper  and  under  surfaces  of  the  epiglottis,  the 
arytseno-epiglottidean  folds,  and  the  mucous  membrane 
•covering  the  larynx  above  and  below  the  vocal  cords,  the 
trachea,  and  the  first  division  of  the  bronchi  were  covered  by 
the  soft  form  of  lymph.  The  lungs  were  the  seat  of  acute 
emphysema. 

In  a  case  I  saw  with  Dr.  Part,  of  Caniden  Road  Villas,  the 
young  lady,  about  eighteen  years  of  age,  exhibited  no  laryn- 
geal  symptoms.  When  Dr.  Part  first  saw  her  on  December 
17,  1858,  there  was  very  trifling  sore  throat,  with  little  or  no 
constitutional  disorder.  The  febrile  disturbance  throughout 
was  extremely  trifling,  and  although  the  mucous  membrane 
of  the  pharynx  was  soon  covered  with  a  creamy-looking  layer 
of  lymph,  the  patient  swallowed  both  liquids  and  solids  with- 
out difficulty.  The  pulse  was  from  the  first  very  rapid  and 
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weak.  At  our  last  visit,  on  the  afternoon  of  the  26th  Decem- 
ber, Dr.  Part  and  myself  were  accompanied  by  a  surgeon  who 
had  seen  little  of  the  disease  in  this  epidemic.  The  patient 
had  eaten  some  chicken  for  dinner ;  she  sat  up  in  bed,  and, 
though  very  anxious  about  her  own  state,1  laughed,  and 
talked  to  us  without  difficulty. 

Dr.  Part  and  I  agreed  that  she  had  not  many  hours  to 
live,  so  rapid  and  so  feeble  was  her  pulse,  notwithstanding 
the  quantity  of  support  she  was  taking.  The  surgeon,  who 
had  not  felt  her  pulse,  and  judged  alone  from  her  aspect  and 
voice,  said,  'I  should  have  had  no  idea  she  was  in  great 
danger.'  In  twelve  hours  she  was  dead.  The  illness  in  this 
case  lasted  ten  days. 

There  is  yet  another  set  of  cases  in  which  death  appears 
to  result  from  the  evils  consequent  on  the  absorption  of 
foetid  matters  from  the  pharyngeal  tissues.  The  pharynx  is 
covered  with  lymph,  the  mucous  membrane  below  sloughs, 
the  breath  is  very  offensive,  the  glands  about  the  angles  of 
the  jaw  swell  extremely,  the  cellular  tissue  in  which  they  are 
imbedded  is  the  seat  of  the  effusion  of  serosity,  the  skin 
assumes  that  dirty-yellowish  tint  which  it  has  in  septicaemia, 
the  mind  wanders,  and  the  patient  rapidly  sinks. 

I  trust  you  will  not  fail  to  understand  that  although  I 
have  described  to  you  several  varieties  of  diphtheria,  there  is 
no  sharp  line  of  distinction  between  them,  any  more  than 
there  is  any  sharply  denned  line  of  demarcation  between 
scarlatina  simplex,  scarlatina  anginosa,  and  scarlatina  maligna. 
You  may  say  this  is  a  case  of  inflammatory  diphtheria,  and 
this  of  nasal  diphtheria,  and  this  of  asthenic  diphtheria ;  but 
you  will  meet  with  all  intermediate  shades  of  the  disease; 
cases  which  you  cannot  refer  with  certainty  to  one  or  the 
other  variety.  So  we  meet  constantly  with  cases  of  scarlet 
fever  which  cannot  be  referred  to  either  variety,  but  which 
combine  in  themselves  the  essential  characters  of  two.  The 
acute  specific  diseases  are  really  different  one  from  the  other. 
Each  variety  of  each  acute  specific  disease  passes  insensibly 
into  the  other  varieties  of  the  same  disease;  and  these 
several  varieties  of  each  exhibit  the  most  Protean  combina- 
tions. Still,  for  those  who  desire  to  draw  a  picture  of  these 

1  Her  sister  had  died  just  before  of  diphtheria. 
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diseases  for  others'  use,  the  division  of  each  acute  specific 
disease  into  varieties  is  a  necessity,  however  artificial  and 
imperfectly  defined  the  varieties  may  be. 

The  duration  of  the  cases  of  diphtheria  I  have  seen  has 
varied  from  forty-eight  hours  to  fourteen  days.  When  fatal 
within  a  week  from  the  first  symptoms  of  illness,  death  has 
always  been  preceded  by  extension  of  the  exudative  inflam- 
mation to  the  larynx.  I  have  never  known  laryngeal  symp- 
toms commence  after  the  expiration  of  the  first  week  of  the 
disease.  As  I  have  pointed  out  to  you,  laryngeal  symptoms 
are  sometimes  present  from  the  outset ;  at  least  they  are  now 
and  then  the  first  symptoms  to  attract  the  attention  of  the 
patient  and  his  friends.  I  have  twice  seen  death  occur 
within  twelve  hours  from  the  time  the  laryngeal  symptoms 
were  first  noticed,  and  I  have  never  known  death  delayed 
more  than  five  days  from  the  time  when  symptoms  indicated 
clearly  that  exudation  had  occurred  in  the  larynx.  In  rather 
more  than  half  of  the  fatal  cases  of  diphtheria  I  have  seen, 
death  resulted  directly  from  the  disease  of  the  larynx ;  and 
in  rather  more  than  half  of  the  remainder,  laryngeal  disease 
was  present,  although  death  resulted  apparently  from 
asthenia.  When  death  has  occurred  from  asthenia  the  fatal 
result  has  usually  taken  place  during  the  second  week  of  the 
disease,  unless  the  patient  has  been  greatly  weakened  by  pre- 
vious disease ;  thus,  I  have  just  seen  diphtheria  occur  in  a 
girl  aged  ten  years,  who  had  long  suffered  from  hip-disease 
with  profuse  foetid  discharge,  etc.  She  died  from  asthenia 
with  rapid  feeble  pulse  on  the  fifth  day  of  the  disease.  In 
the  very  remarkable  case  of  Henry  M.,  aged  seventeen  years, 
you  will  remember  the  disease  terminated  from  the  severity 
of  the  general  affection  in  thirty-six  hours  after  the  occurrence 
of  the  first  symptoms  of  illness. 

The  specific  disease  in  the  not-fatal  cases  I  have  seen  has 
terminated  between  the  eighth  and  fourteenth  day  of  illness. 

NOTE. — An  examination  of  the  cases  recorded  in  Bretonneau's 
Memoirs  on  Diphtheria  fully  confirms  the  conclusions  I  have  arrived 
at  from  my  own  experience,  as  to  the  proportion  of  fatal  cases  in 
which  the  larynx  suffers  so  as  to  lead  to  death ;  as  to  the  period  of  the 
disease  at  which  the  larynx  becomes  affected ;  and  as  to  the  duration 
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of  the  fatal  cases  when  death  occurs  from  laryngeal  complication. 
Thus,  in  Bretonneau's  1st,  2nd,  and  4th  Memoirs,  are  contained  the 
details  of  forty-five  cases ;  of  these,  four  are  wanting  in  data,  or  have 
no  bearing  on  this  subject.  In  twenty-nine  of  the  remaining  forty- 
one  cases,  the  larynx  was  the  seat  of  disease,  and  three  only  of  the 
twenty-nine  ended  in  recovery. 

Of  the  twenty-six  cases — fatal  from  the  laryngeal  complication — 
one  terminated  on  the  second  day  of  illness,  one  survived  till  the  six- 
teenth day  of  illness — tracheotomy  having  prevented  death  on  the 
fourteenth  day.  In  no  case  did  the  patient  survive  the  sixth  day  of 
the  laryngeal  symptoms  unless  an  operation  retarded  death,  and  in 
five  only  of  the  twenty-six  cases  did  the  patient  survive  the  third  day 
of  the  laryngeal  symptoms. 

In  all  of  the  twenty-nine  cases,  excepting  one,  the  laryngeal  symp- 
toms supervened  before  the  end  of  the  first  week,  and  in  sixteen  of 
the  twenty-nine  cases  on  or  before  the  third  of  illness. 

The  emphysema  of  the  lungs  seen  after  death  from  diphtheria  is 
that  which  is  so  commonly  found  in  young  children.  It  is  a  mere 
over-distention  of  healthy  air-vesicles.  Gluge  terms  it  Insufflation. 
We  can  produce  it  by  inflating  the  lungs  after  their  removal  from  the 
body ;  or,  by  compressing  one  part  of  a  lung,  we  can  drive  enough 
air  to  other  parts  to  over-distend  their  air-vesicles,  and  so  produce  a 
condition  identical  with  acute  vesicular  emphysema.  As  there  is  no 
damage  to  the  texture  of  the  lungs  in  this  form  of  pulmonary 
emphysema,  the  air-vesicles  recover  their  normal  size  when  the  over- 
distending  force  is  removed.  Bretonneau  describes  a  case  of  diph- 
theria in  which,  not  only  were  the  air-passage  and  the  air-vesicles 
over-distended,  but  one  or  more  gave  way,  and  air  was  found  extra- 
vasated  into  the  subcutaneous  tissue.  Trousseau  has  recorded  a 
similar  case.  The  latter  distinguished  pathologist  attributes  the  sub- 
cutaneous emphysema  to  violent  inspiratory  efforts.  This  is  mani- 
festly an  incorrect  explanation  of  the  facts.  There  is  no  power 
brought  into  play  during  inspiration  to  draw  the  air  into  the  subcu- 
taneous tissue.  It  is  during  the  expiratory  efforts  that  the  air,  unable 
to  escape  freely  through  the  larynx,  is  driven  with  such  force  into  the 
least  compressed  and  least  supported  parts  of  the  air-passages  and 
vesicles  as  to  over-distend  them,  to  rupture  them,  and  to  inject  the  air 
into  the  cellular  tissue.  The  same  accident,  as  is  well  known,  some- 
times happens,  from  the  same  cause,  during  the  violent  efforts  of 
parturient  women.  Doubtless  the  extreme  inflation  of  the  lungs 
when  false  membrane  exists  in  the  larynx  and  trachea,  is  partly  the 
result  of  accumulation  of  air  in  them ;  the  false  membrane  acting,  as 
Bretonneau  says,  as  a  valve,  permits  air  to  enter  but  none  to  escape. 


LECTURE    II 

GENTLEMEN, — In  a  certain  proportion  of  cases  after  the  ter- 
mination of  the  diphtheria,  symptoms  of  a  very  remarkable 
kind  occur,  referrible  to  deranged  innervation.  There  can  be 
no  doubt  that  the  latter  are  the  consequence  of  the  former — 
that  the  patient  would  not  be  suffering  from  the  nervous 
symptoms  if  he  had  not  just  had  diphtheria. 

I  will  briefly  describe  the  various  kinds  of  deranged  inner- 
vation consequent  on  diphtheria,  which  have  fallen  under 
my  observation  during  the  present  epidemic.  I  mentioned, 
you  will  remember,  in  my  last  lecture,  the  case  of  Dr.  E.,  who 
suffered  from  the  active  inflammatory  form  of  diphtheria, 
accompanied  by  the  exudation  of  wash-leather-like  lymph. 
On  recovering  from  the  diphtheria,  he  was  annoyed  to  find 
that  his  voice  was  singularly  snuffling — he  talked  through 
his  nose,  as  it  is  called.  He  was  troubled  very  soon  after  by 
occasional  irregular  action  of  the  pharyngeal  muscles,  causing 
fluids  to  return  through  the  nose ;  there  was  also  now  and 
then  while  swallowing  solids  a  choking  sensation,  accom- 
panied by  violent  irregular  action  of  the  pharyngeal  muscles. 

This  condition  of  voice  and  of  impaired  power  of  degluti- 
tion continued  for  several  weeks ;  gradually,  however,  the 
voice  regained  its  normal  quality,  and  the  pharyngeal  muscles 
their  healthy  action. 

This  is  the  most  common  form  in  which  derangement  of 
the  nervous  system  shows  itself  after  diphtheria.  Trousseau 
has  shown  that  in  these  cases  there  is  loss  of  sensibility  in 
the  velum  pendulum  palati. 

The  organ  which  next  in  frequency  to  the  pharynx  gives 
evidence  of  disordered  innervation  is  the  heart.  Treasure 
this  case  in  your  mind ;  it  is  an  instructive  one : — 

In  July  last  I  twice  saw,  with  Mr.  Adams,  of  Harrington 
Square,  a  young  gentleman  about  ten  years  of  age.  There 


DISORDERED  INNERVATION  I    CARDIAC  519 

was  nothing  to  excite  alarm  in  one  less  aware  than  Mr. 
Adams  of  the  grave  nature  of  even  mild  cases  of  diphtheria. 
The  local  and  general  symptoms  were  very  slight.  The 
exudation  on  the  pharyngeal  mucous  membrane  was  limited 
in  extent ;  deglutition  was  easy ;  the  general  symptoms  were, 
with  the  exception  of  a  feeble  pulse,  trifling.  The  local 
disease  quickly  improved.  On  one  day  only  was  there  even 
a  trace  of  albumen  in  the  urine,  and  even  on  that  day,  so 
small  was  the  quantity  that  its  very  presence  was  not  beyond 
doubt.  The  intellect  was  unaffected  throughout. 

The  boy  was  considered  by  his  friends  convalescent,  when 
vomiting  occurred.  Still,  there  was  nothing  to  alarm  the 
bystander.  But  Mr.  Adams,  at  his  visit,  found  the  heart's 
beats,  which  had  been  falling  in  frequency  for  two  days, 
thirty-six  in  the  minute,  and  at  the  same  time  weak.  He  at 
once  appreciated  the  gravity  of  the  boy's  situation.  When  I 
met  Mr.  Adams  an  hour  after,  the  lad's  countenance  was  not 
indicative  of  any  very  serious  affection ;  it  spoke  only  of  a 
sense  of  languor ;  vomiting  was  said  to  be  frequent,  but  the 
tongue  was  scarcely  furred;  the  mucous  membrane  of  the 
throat  looked  healthy ;  there  was  no  albumen  in  the  urine ; 
the  air  entered  freely  to  the  bases  of  both  lungs  (we  could 
not  of  course  sit  the  boy  upright,  but  we  turned  him  on  to 
his  side) ;  the  heart's  beats  were  rather  feeble,  the  first  and 
second  sounds  free  from  murmur,  and  of  normal  duration ; 
the  period  of  rest — the  long  silence — was  longer  than  it 
should  be,  that  is  to  say,  the  heart's  beats  were  infrequent, 
not  slow. 

The  infrequency  and  the  feebleness  of  the  heart's  beats 
and  the  vomiting  alone  told  that  the  boy's  life  was  in  danger 
The  next  morning  Mr.  Adams  informed  me  that  the  pulse 
notwithstanding  the  freest  use  of  stimulants,  had  fallen  tc 
32,  in  the  afternoon  it  was  24  only,  and  soon  after  he  died 
apparently  from  cessation  of  the  heart's  action. 

The  return  of  fluids  through  the  nose,  the  fall  in  the  fre- 
quency of  the  pulse,  and  the  vomiting,  sometimes  occur 
before  the  local  and  general  symptoms  have  subsided.  Thus, 
in  one  of  the  two  fatal  cases  I  saw  with  Mr.  Jay,  in  July 
1858  :  some  days  before  the  little  girl's  death,  which  occurred 
a  fortnight  after  the  first  symptoms,  Mr.  Jay  noted  that  there 


520  DIPHTHERIA 

was  stertorous  breathing,  diminution  in  temperature,  relaxa- 
tion of  the  skin  with  free  perspiration,  return  of  fluids  through 
the  nose,  with  so  great  a  fall  in  the  frequency  of  the  pulse 
that  for  some  time  before  death  there  were  not  more  than 
sixteen  beats  of  the  heart  in  the  minute.  The  heart's  sounds 
were  natural.  At  no  time  was  there  any  notable  quantity  of 
albumen  in  the  urine. 

That  a  fall  in  the  frequency  of  the  heart's  beats  before 
death  is  not  constant,  is  proved  by  the  case  of  the  child 
whose  pharynx,  larynx,  etc.,  are  on  the  table.  Its  pulse,  five 
minutes  before  it  breathed  its  last,  while  it  was  yet  con- 
scious, was  140  in  the  minute. 

There  are  again  a  class  of  cases  in  which  the  nervous 
symptoms  are  far  more  striking,  the  paralysis  more  widely 
spread — not  limited,  as  in  the  cases  I  have  hitherto  mentioned, 
to  parts  to  which  the  par  vagurn  is  distributed.  Here  is  the 
brief  outline  of  a  family  group  of  cases  of  diphtheria,  some  of 
which  I  saw  with  Mr.  Adams. 

On  the  26th  January  1859,  Master  CL,  aged  three  years 
and  six  months,  died  of  diphtheria,  having  been  ill  thirteen 
days.  Two  days  before  his  death,  his  sister,  aged  eight  years, 
sickened  with  the  same  disease ;  in  her  case  the  local  lesion 
was  not  grave,  and  was  confined  to  the  pharynx;  and  the 
general  symptoms  were  of  moderate  severity.  At  one  time 
there  was  a  little  albumen  in  her  urine.  I  saw  her  on  the 
31st  of  January,  and  for  the  last  time  on  the  9th  of  February, 
when  she  was  considered  convalescent,  though  weak.  Mr. 
Adams  informed  me,  that  instead  of  gaining  she  lost  power. 
She  was  removed  to  the  country  on  the  23rd,  but  grew  less 
and  less  able  to  support  herself,  and  died,  so  far  as  Mr.  Adams 
and  I  could  gather,  from  general  loss  of  nervous  power  on 
the  4th  of  March.  The  day  before  her  death,  she  had  been 
taken  out  of  doors. 

On  the  1st  of  March,  another  boy  of  the  same  family, 
aged  five  and  a  half  years,  began  to  suffer  with  his  throat ; 
he  died  on  the  6th  of  March  from  extension  of  the  exudative 
inflammation  to  the  larynx.  This  boy  was  attacked,  and 
died  in  the  country,  where  he  had  been  sent  with  his  elder 
sister  on  the  31st  of  January. 

Miss  CL,  aged  twelve  years,  the  eldest  of  the  same  family, 
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sickened  from  diphtheria,  on  the  8th  of  February,  while  with 
her  brother  in  the  country.  She  was  considered  to  be  con- 
valescent on  the  22nd,  and  returned  to  London  March  7th. 
At  this  date  her  parents  thought  her  quite  well.  She 
gradually,  however,  fell  into  the  state  in  which  I  saw  her  on 
the  17th  of  March;  at  that  time  she  looked  in  tolerable 
health ;  there  was  no  emaciation,  and  only  moderate  pallor 
of  the  skin  and  mucous  membranes.  To  walk,  however,  a 
step,  she  required  the  aid  of  two  persons.  She  had  very 
little  power  in  her  lower  extremities,  and  still  less  control 
over  their  movements.  There  was  some  loss  of  power  in  the 
hands  and  arms,  so  that  she  could  not  cut  her  food. 

Solids  were  swallowed  without  difficulty,  but  fluids  fre- 
quently returned  through  the  nose.  It  was  manifest  that 
she  exercised  very  little  control  over  the  muscles  of  the 
pharynx.  Her  mind  was  perfect,  her  tongue  clean,  her 
appetite  good ;  she  was  taking  most  nourishing  diet ;  there 
seemed  to  be  no  derangement  of  the  digestive  organs.  I 
saw  her  again  on  the  23rd, — there  was  no  improvement; 
and  Mr.  Adams  informs  me  that  she  became  more  and 
more  powerless,  and  died  shortly  after  her  visit  to  me  on 
the  23rd. 

The  following  interesting  case  I  saw  with  Mr.  Sillifant,  of 
Thornhill  Square,  last  September.  Master  S.,  aged  one  year 
and  ten  months,  began  to  suffer  from  diphtheria  on  August 
16th,  1860  (his  brother  having  died  shortly  before  of  the 
same  disease).  In  three  weeks  the  child  had  recovered,  ran 
about,  resumed  its  usual  habits,  and  seemed  weh1. 

On  the  16th  of  September,  his  mother  noticed  that  he 
staggered  in  walking.  Paralysis  gradually  increased,  until  he 
was  in  the  state  I  saw  him  with  Mr.  S.  on  September  26th. 
I  then  noted: — 'He  is  very  pale,  anaemic-looking,  thin, 
muscles  small  and  flabby ;  but  he  is  not  emaciated  to  any 
extreme  degree.  He  is  intelligent,  and  eats  and  sleeps  well. 
There  is  no  evidence  of  paralysis  of  any  of  the  muscles  of  the 
face,  tongue,  or  eyes.  When  in  his  mother's  arms,  his  head 
falls  on  one  side, — backward  or  forward,  according  to  the 
position  in  which  he  is  accidentally  placed.  When  he  sits, 
there  is  posterior  and  lateral  curvature  of  the  spine,  such  as 
occurs  from  want  of  muscular  power,  e.g.  in  rickets.  The 


522  DIPHTHERIA 

arms  can  be  moved  at  pleasure,  though  their  movements 
are  performed  slowly  and  languidly.  The  legs  are  almost 
powerless ;  he  is  quite  unable  to  stand,  but  when  sitting  in  a 
chair,  supported  by  pillows,  he  can  move  his  legs  a  little. 
His  voice  is  weak.  The  respiratory  movements  are  performed 
feebly.  He  swallows  without  difficulty.  Fluids  do  not 
return  through  the  nose.  His  pulse  is  weak — seventy-eight 
in  the  minute.  There  are  no  evidences  of  rickets,  albuminoid 
disease,  or  tubercle.  Mr.  Sillifant  had  tested  the  urine, — it 
was  free  from  albumen.' 

Mr.  Sillifant  informed  me  that  the  child  lived  only  two 
days  after  I  took  these  notes. 

'  He  grew  weaker  each  day ;  and  while  sitting  propped 
up  in  his  chair  taking  some  nourishment,  he  suddenly  fell 
back,  apparently  in  a  fainting  condition,  and  died.' 

He  lived  thirteen  days  only  from  the  supervention  of  the 
first  noted  symptoms  of  deranged  innervation. 

For  an  opportunity  of  seeing  the  following  case  I  am 
indebted  to  Dr.  Baly,  who  kindly  sent  the  patient  to  me, 
knowing  I  was  interested  in  the  subject.  It  affords  an 
example  of  another  form  of  deranged  innervation. 

Mr.  M.,  aged  twenty-two,  a  medical  student,  had  an  attack 
of  diphtheria  while  staying  in  Bedfordshire.  The  exudation 
of  lymph  was  limited  to  the  pharynx.  The  disease  began  on 
the  12th  of  January  1860.  He  was  ill  three  weeks.  At  the 
end  of  the  illness  part  of  the  fluids  attempted  to  be  swallowed 
returned  through  the  nose. 

He  recovered ;  was  in  health  for  a  fortnight ;  then  he  had 
recurrence  of  the  sore  throat,  and  fluids  again  returned 
through  the  nose,  and  his  voice  was  snuffling.  To  relieve 
these  symptoms,  part  of  his  uvula  was  removed,  and  he 
thought  with  benefit  to  his  powers  of  deglutition  and  voice. 
Loss  of  vision  of  the  right  eye  followed,  and  he  fancied  the 
eye  was  more  prominent  than  the  other:  he  regained  his 
sight  while  taking  quinine.  As  the  power  of  vision  returned, 
he  began  to  suffer  from  tingling  and  a  slight  want  of  power 
in  the  feet,  the  right  foot  being  first  affected.  I  saw  Mr.  M. 
first  on  the  1st  of  May;  the  upper  extremities  below  the 
elbows  were  then  chiefly  affected.  He  had  a  difficulty  in 
cutting  his  food,  and  experienced  a  constant  tingling  in  the 
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hands,  and  a  sensation  as  if  something  were  placed  between 
the  fingers  and  the  objects  they  touched. 

There  was  no  albumen  in  his  urine ;  no  manifest  derange- 
ment of  his  circulatory  or  digestive  organs.  He  was  strong 
and  healthy-looking,  only  he  had,  perhaps,  a  little  less  colour 
in  his  mucous  membranes  than  he  should  have  had. 

This  gentleman,  Dr.  Baly  informs  me,  regained  his  health 
after  some  months. 

The  symptoms  of  disordered  innervation  have  commenced 
in  the  cases  I  have  seen  within  three  weeks  from  the  date  of 
convalescence.  Where  the  disorder  has  been  limited  to  the 
parts  supplied  by  the  branches  of  the  par  vagum,  it  has 
supervened  earlier  than  when  it  has  been  more  generally  dif- 
fused. The  longest  period  after  the  first  symptoms  of  diph- 
theria at  which  I  have  known  death  occur  from  disordered 
innervation  is  about  two  months. 

Before  considering  the  pathology  of  the  disease — its 
nature,  as  it  is  called — there  are  some  points  connected  with 
its  etiology  and  progress  which  the  cases  I  have  seen  have 
strongly  impressed  on  my  mind. 

1st.  That  the  disease  is  infectious. 

2nd.  That  the  infection-element  does  not  require  for  its 
development  any  of  the  ordinarily  considered  anti-hygienic 
conditions. 

3rd.  That  it  is  very  doubtful  even  if  any  of  those  anti- 
hygienic  conditions  favour  its  development,  or  give  to  it  a 
more  untoward  course  when  it  occurs. 

4th.  That  family  constitution  is  one  of  the  most  impor- 
tant elements  favouring  the  development  of  the  disease,  and 
determining  its  progress. 

1st.  Dr.  E.  lived  in  Euston  Road.  He  was  attending  a 
child  ill  from  diphtheria,  when  he  sickened  with  the  same 
disease.  As  he  recovered,  his  attendant  was  attacked  with 
it,  and  admitted  into  ward  3.  No  one  in  his  house,  although 
there  were  other  inmates,  suffered  excepting  Dr.  E.  and  the 
young  woman  who  was  in  constant  attendance  on  him.  The 
child  from  whom  Dr.  E.  appeared  to  have  caught  the  disease 
resided  some  distance  from  Euston  Road. 

Mr.  B.'s  infant  had  diphtheria;  three  of  the  other  five 
children  and  the  nurse  who  held  the  infant  in  her  arms  the 
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greater  part  of  the  time  it  was  ill  took  the  disease.  The 
nurse  was  the  only  adult  in  the  house  who  suffered. 

Miss  C.  had  diphtheria.  She  went  to  the  country  a  fort- 
night after  the  commencement  of  her  attack,  and  within  a 
fortnight  after  her  arrival,  her  brother,  some  time  resident  in 
the  country,  had  an  attack. 

Miss  and  Master  B.  visited  at  a  house  where  a  child  was 
ill  from  some  disease  of  the  throat,  of  which  she  died  shortly 
after.  Miss  and  Master  B.  sickened  with  diphtheria  a  few 
days  after  their  visit. 

A  boy,  aged  about  five  years,  was  sent  from  home  in  con- 
sequence of  two  members  of  his  family  having  diphtheria ; 
shortly  after  a  third  suffered  from  the  same  disease.  Two  of 
the  three  who  had  diphtheria  recovered ;  they  were  sent  to 
the  country,  but  to  a  residence  some  miles  distant  from  that 
of  the  little  boy.  Three  weeks  from  the  time  the  boy  left  his 
home,  he  was  allowed  to  go  to  the  house  to  which  his  sisters 
had  been  removed  on  their  recovery,  and  where  they  were 
still  staying.  Ten  days  after  his  arrival  there,  the  boy 
sickened  with  diphtheria.  In  this  case  either  the  poison  was 
in  the  child's  system  when  he  left  London,  and  remained 
latent  for  a  month,  a  supposition  highly  improbable,  or  he 
caught  the  disease  from  his  sisters  after  they  met  in  the 
country.1 

2nd.  Of  the  cases  of  diphtheria  I  have  seen  the  last  three 
years,  twelve  only  occurred  in  hospital  practice.  Now  of  all 
other  diseases  I  have  seen  many  more  in  hospital  practice 
than  in  private  practice.  And,  speaking  generally,  it  may  be 
said  that  people  who  seek  medical  assistance  at  a  hospital 
are  placed  in  much  more  unfavourable  hygienic  conditions 
than  are  private  patients.  These  facts  are  strong  evidence 
in  favour  of  the  opinion  that  the  ordinarily  reckoned  anti- 
hygienic  conditions  are  not  especially  favourable  to  the 
development  of  diphtheria. 

3rd.  As  to  the  influence  of  these  conditions  unfavourable 
to  health  in  inducing  a  fatal  termination.  Of  my  hospital 
patients,  half  died;  of  my  private  cases,  rather  more  than 
half.  With  reference,  however,  to  this  point,  I  should  observe 

1  See  also  the  cases  of  Wm.  W.  and  G.  0.,  pp.  510  and  540. 
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that  as  the  large  majority  of  the  cases  I  have  seen  in  private 
houses  have  been  in  consultation,  they  indicate  a  greater 
mortality  than  the  average  in  the  rank  of  life  in  which  they 
occurred,  a  second  opinion  being  sought  usually  because  the 
case  is  severe. 

4th.  As  in  all  the  other  acute  specific  diseases,  the 
influence  of  family  constitution  in  favouring  the  occurrence 
of  the  disease,  and  in  disposing  to  a  fatal  termination,  is  very 
remarkable.  You  attend  a  caserof  typhoid  fever,  the  patient 
dies ;  other  members  of  the  family  sicken,  your  anxiety  for 
them  should  be  the  greater  because  one  of  the  family  has 
already  succumbed.  For  we  often  meet  with  families  who 
have  lost  several  members  from  typhoid  fever,  or  from  scarlet 
fever,  from  whooping-cough  or  from  measles,  and  that  not  only 
during  the  same  epidemic  and  in  the  same  locality,  but  at 
long  intervals  and  at  far-off  places.  There  seems  to  exist  in 
some  families,  though  to  appearance  healthy,  an  inability  to 
resist  the  injurious  influences  of  certain  specific  poisons. 
This  influence  of  family  constitution  in  favouring  the  occur- 
rence and  determining  the  ending  of  diphtheria  has,  I  think, 
been  manifested  during  the  present  epidemic. 

Thus  I  have  seen  one  or  more  of  four  cases  in  one  family 
of  four  children,  of  which  two  proved  fatal ; 
of  two  in  another  family  of  three  children,  both  fatal ; 
of  two  cases  in  another  family  of  small  size,  both  fatal ; 
of  five  cases  in  a  family  of  six  children,  one  fatal ; 
of  four  cases  in  a  family  of  six  children,  all  fatal ; 
of  two  cases  in  a  family  of  small  size,  both  fatal ; 
of  two  cases  in  a  family  of  (I  think)  five  children,  both  fatal ; 
of  two  cases  in  a  family  of  (I  think)  four  children,  one  fatal ; 
of  two  cases,  an  uncle  and  nephew,  one  year  between,  and  in 

different  localities,  both  fatal ; 
of  two  cases  in  a  small  family,  both  fatal ; 
of  two  cases  in  a  family  of  six  children,  both  fatal. 

In  all  these  cases  the  hygienic  conditions  were  good ; 
there  was  nothing  patently  bad  as  regards  drainage,  venti- 
lation, overcrowding,  water-supply,  food,  or  work.  •  All  the 
patients  were  in  the  middle  rank  of  life,  and  resided  in  good- 
sized  houses,  and  in  fairly  open  situations. 

These  facts,  of  course,  speak  strongly  in  favour  of  con- 
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tagion,  as  well  as  in  favour  of  the  influence  of  family  consti- 
tution. 

As  to  the  pathology  of  diphtheria ;  the  want  of  relation 
in  severity  between  the  local  and  general  symptoms,  the  dif- 
ferences in  the  characters  of  the  general  symptoms,  the  albu- 
men in  the  urine,1  the  definite  course,  the  nervous  symptoms 
which  follow  in  some  cases,  the  specific  origin,  and  the  fre- 
quency with  which  it  occurs  as  an  epidemic,  all  point  to  the 
same  conclusion,  viz.,  that  diphtheria  is  primarily  a  general  dis- 
ease. On  the  more  intimate  nature  of  the  disease,  my  cases 
throw  no  light,  they  afford  no  clew  to  its  blood  or  nerve  origin. 

Diphtheria  has  been  supposed  to  be  modified  scarlet  fever, 
but  the  fact  that  it  attacks  indiscriminately  those  who  have 
and  those  who  have  not  had,  proves  that  it  is  altogether  a 
different,  though  it  may  still  be  a  closely  allied,  disease. 

The  child  I  saw  with  Dr.  Turle,  at  St.  John's  Wood,  as 
well  as  his  sister,  subsequently  attended  by  him,  had  both 
suffered  from  scarlet  fever  two  years  and  a  half  before. 

Of  five  children  in  one  family  at  Kentish  Town,  who  were 
attacked  by  diphtheria,  I  had  attended  three  a  year  before, 
when  they  were  suffering  from  scarlet  fever.  A  child  I  saw, 
a  few  hours  before  it  died  from  diphtheria,  with  Mr.  Baly, 
had  been  attended  nine  weeks  before  by  that  surgeon  for 
scarlet  fever.  A  second  child  in  the  same  family,  who  had 
had  scarlet  fever  at  the  same  time,  sickened  from  diphtheria 
a  few  days  after  the  first  died. 

Diphtheritic  inflammation  of  the  pharynx  sometimes 
complicates  scarlet  fever.  I  have  seen  two  well-marked  cases 
of  this  during  the  present  epidemic.  One  of  the  patients 
was  a  child,  whose  sister,  shortly  after,  was  under  my  care  for 
scarlet  fever  without  the  diphtheritic  inflammation  of  the 
throat — the  other  was  a  man  aged  twenty- two,  a  patient  in 
the  hospital.  In  neither  case  was  the  throat  affection  very 
severe ;  both  ended  favourably. 

The  diagnosis  of  the  scarlet  fever  rested  in  both  cases  on 
the  presence  of  rash  :  desquamation  followed  in  both. 

Are  diphtheria  and  croup  essentially  the  same  disease  ? 

1  For  a  knowledge  of  the  highly  important  fact  that  albumen  is  present  in 
the  urine  of  the  great  majority  of  fatal  cases  of  diphtheria,  we  are  indebted 
to  Dr.  Wade  of  Birmingham. 
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I  think  not ;  because  there  is  no  evidence  to  show  that  croup 
is  anything  more  than  a  local  disease,  that  it  is  contagious — 
that  it  occurs  as  a  widespread  epidemic — that  it  affects  a 
large  proportion  of  adults — that  there  is  albumen  in  the 
urine — that  symptoms  of  disordered  innervation  follow 
recovery  from  the  primary  affection.1  We  must  not  confound 
diphtheritic  exudations  with  diphtheria,  any  more  than  we 
must  confound  the  acute  specific  disease  erysipelas,  such  as 
the  physician  sees,  with  erysipelatous  inflammation  of  the 
skin  so  common  in  the  surgical  wards. 

A  girl  named  O'Brien,  five  years  of  age,  was  lately  an  in- 
patient  at  the  Hospital  for  Sick  Children.  She  was  suffering 
from  severe  chronic  pemphigus.  She  had  been  in  the  hos- 
pital several  weeks,  when  a  large  excoriated  surface  on  the 
side  of  her  chest  was  noticed  to  be  covered  with  a  thick  layer 
of  the  wash-leather-like  variety  of  diphtheritic  exudation ;  in 
a  day  or  two  little  patches  appeared  on  the  conjunctivas. 
The  child  died  suddenly  and  unexpectedly  the  day  after  the 
conjunctive  were  observed  to  be  affected.  The  parents  were 
Irish,  and  no  examination  of  the  body  could  be  obtained  ; 
there  were  no  pharyngeal  or  laryngeal  symptoms.  In  scarlet 
fever  it  is  not  uncommon  to  have  a  little  diphtheritic  exuda- 
tion on  the  tonsil  and  arches  of  the  palate  and  pharynx  ;  and 
I  have  seen  it  extend  to  the  larynx.  In  my  first  lecture  are 
the  details  of  a  case  of  diphtheria  supervening  towards  the 
decline  of  measles. 

There  were  lately  in  the  hospital  two  cases  of  ulcer  of  the 
leg,  when  several  cases  of  diphtheria  were  admitted.  The 
ulcers  became  covered  with  diphtheritic  exudations.  No 
severe  constitutional  disturbance  accompanied  the  exudation, 
and  local  remedies  (nitrate  of  silver)  sufficed  for  the  cure. 

Of  the  pathology  of  the  disordered  innervation  we  know 
but  little.  In  some  of  the  cases  it  is  probable  that  the  par 
vagum  is  chiefly  affected.  This  is  shown  by  the  irregular 
action  of  the  pharyngeal  muscles,  by  the  vomiting,  and  by 
the  failure  in  the  heart's  action.  I  need  only  mention 
Weber's  experiments,  to  recall  to  your  minds  the  influence 
that  nerve  exerts  on  the  frequency  of  the  heart's  beats.  Let 
the  par  vagum  be  exposed  and  divided  in  the  neck,  and  then 

1  This  opinion  was  subsequently  modified  by  the  author.     See  Lecture  on 
Croup,  p.  563. 
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the  poles  of  a  galvanic  battery  be  applied  to  the  cut  extremity 
of  its  distal  portion,  the  heart's  action  is  instantly  arrested : 
remove  the  wires  from  the  nerve,  and  the  beating  of  the 
heart  is  resumed ;  re-apply  the  wires,  and  the  action  of  the 
organ  ceases  ;  and  so,  for  some  time,  you  can  at  pleasure  stay 
and  set  going  again  the  action  of  the  heart. 

The  only  other  acute  specific  disease  in  which  I  have 
noted  such  fall  in  the  frequency  of  the  heart's  beats  is  relaps- 
ing fever.  In  that  disease,  however,  the  singularly  infrequent 
beating  of  the  heart,  which  follows  the  profuse  critical  per- 
spiration, indicates  the  return  of  health;  in  diphtheria  it 
tells  of  approaching  dissolution,  and  that  even  when  the  mind 
is  clear  and  the  senses  acute. 

Diagnosis. — You  will  have  gathered  from  all  I  have  told 
you,  that  the  absolute  diagnosis  of  diphtheria  in  any  given 
case  must  rest  on  the  detection  by  the  eye  of  lymph  on  the 
mucous  membrane  of  the  pharynx.  But  you  may  often  sus- 
pect that  the  disease  is  diphtheria  before  the  exudation 
occurs ;  and  sometimes  may  be  almost  certain  that  it  is  so ; 
just  as  in  measles  or  scarlet  fever,  you  may  venture  on  a 
diagnosis  before  the  anatomical  character  of  those  diseases, 
i.e.  the  eruption,  has  appeared. 

Thus,  when  diphtheria  is  epidemic  or  prevalent  in  the 
neighbourhood,  or  has  recently  occurred  in  the  same  house, 
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and  the  whole  mucous  membrane  of  the  pharynx  is  red  and 
swollen,  the  uvula  thickened,  and  the  parts  covered  with 
tough  mucus,  and  the  glands  behind  the  angles  of  the  jaw 
enlarged,  you  would  have  strong  reasons  for  apprehending 
the  disease  to  be  diphtheria,  and  especially  so  if  there  was 
epistaxis  or  sero-purulent  discharge  from  the  nose.  Bleeding 
from  the  nose  is  occasionally  an  early  symptom  of  diphtheria. 
The  general  aspect  of  the  patient  in  some  cases  adds  weight 
to  the  local  evidence.  For  in  a  few  cases  of  diphtheria,  the 
skin  has  a  dirty  opaque  appearance,  and  in  many  a  pallid 
pasty  aspect,  very  peculiar,  though  by  no  means  diagnostic. 
If  the  patient  has  had  scarlet  fever,  or  if  the  papillae  of  the 
tongue  be  neither  enlarged  nor  redder  than  natural,  the  pro- 
bability is  still  higher  that  the  case  is  one  of  diphtheria. 
When  the  inflammation  has  spread  to  the  larynx,  all  doubt 
ceases  in  regard  of  diagnosis. 
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French  writers  describe  an  herpetic  eruption  on  the 
mucous  membrane  of  the  pharynx,  which  may  be  mistaken, 
they  say,  for  diphtheria.  It  is  commonly  associated  with 
herpes  of  the  lip ;  and,  as  a  rule,  is  much  more  painful  than 
diphtheria,  the  pain  being  limited  to  a  single  spot  in  the 
pharynx.  Several  cases  of  this  kind  have  fallen  under  my 
observation ;  in  none  has  there  been  any  great  difficulty  in 
separating  them  from  cases  of  diphtheria. 

Prognosis. — No  case  of  diphtheria  is  unattended  by 
danger.  However  mild  the  case  may  seem  at  the  commence- 
ment, death  may  end  it.  Never  be  off  your  guard. 

During  the  first  week  of  the  disease,  the  great  danger  to 
life  is  from  the  extension  of  exudative  inflammation  to  the 
larynx.  If  it  does  reach  the  larynx,  death  is  the  result  in  a 
vast  proportion  of  cases.  There  cannot  be  in  diphtheria  the 
least  laryngeal  quality  in  the  respiration  heard  at  the  bedside, 
without  there  being  grounds  for  the  greatest  anxiety  as  to 
the  final  result.  Suppose  the  first  week  of  illness  to  have 
passed  without  the  inflammation  extending  to  the  larynx, 
then  death  is  to  be  apprehended  from  exhaustion  and  loss  of 
nervous  energy ;  and  I  beg  you  to  bear  in  mind  that  death 
from  these  causes  may  follow  even  when  the  pharyngeal 
inflammation  and  exudation  has  been  trifling  in  degree  and 
extent. 

An  extremely  rapid  and  feeble  pulse  is  of  grave  import ; 
a  very  infrequent  pulse  is  of  fatal  significance.  Vomiting  is 
another  unfavourable  symptom,  especially  if  repeated  many 
days  in  succession.  Bleeding  from  the  nose  and  other  organs 
not  only  weaken  the  patient,  but  are  indications  of  profound 
blood  change;  if  profuse,  the  patient's  life  is  in  great 
jeopardy. 

Even  a  trace  of  albumen  in  the  urine  is  an  unfavourable 
symptom ;  when  very  abundant,  a  fatal  termination  of  the 
case  is  most  probable.  The  albuminous  urine  probably  indi- 
cates rather  an  abnormal  state  of  the  blood  than  disease  of 
the  kidney.  At  least,  after  death,  I  have  never  seen  more 
than  congestion  of  the  kidneys.  When  the  albumen  is 
abundant  and  the  urine  scanty,  some  of  the  symptoms  of 
uraemia  may  be  conjoined  with  those  of  exhaustion;  e.g. 
extreme  drowsiness,  a  little  wandering  of  the  mind,  and  a 

2L 
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rapid  and  feeble  pulse.  All  the  cases  in  which  I  have  known 
delirium  occur  have  ended  fatally. 

My  experience  not  only  justifies  the  conclusion  that  diph- 
theria is  more  common  in  childhood  than  in  adult  age,  but 
also  that  the  danger  is  in  proportion  to  the  youth  of  the 
patient :  thus,  while  seventeen  of  twenty-two  cases  ten  years 
of  age  and  under  proved  fatal,  only  six  of  thirteen  cases 
fifteen  years  of  age  and  over  proved  fatal. 

In  the  child,  death  is  generally  the  result  of  the  extension 
of  the  disease  to  the  larynx  ;  after  puberty,  death  more  often 
occurs  from  the  general  affection:  thus,  of  the  seventeen 
fatal  cases  ten  years  of  age  and  under,  twelve  died  from  exu- 
dation in  the  larynx ;  while  of  the  six  fatal  cases  fifteen  years 
and  over,  only  one  proved  fatal  from  the  laryngeal  complica- 
tion. 

Treatvnent. — We  have  no  specific  remedy  for  diphtheria. 
It  is  to  be  treated  on  the  same  general  principles  as  the  other 
acute  specific  diseases.  We  have  no  specific  remedy  for  any 
of  the  acute  specific  diseases.  We  save  by  medical  aid  many 
lives  that  would  be  lost  from  scarlet  fever,  from  typhoid  fever, 
from  typhus  fever,  from  measles,  etc.1  We  save  such  lives, 
however,  only  by  from  time  to  time  averting  special  modes  of 
death.  The  specific  disease  is  not  cut  short — it  is  not  cured 
by  our  remedies ;  it  runs  its  course,  do  what  we  may  to  pre- 
vent it. 

To  avert  death  in  any  given  acute  specific  disease,  we 
must  know  and  bear  in  mind  how  it  kills.  Thus  scarlet 
fever  kills,  first,  by  the  severity  of  the  general  affection; 
secondly,  by  the  local  throat  disease  and  its  consequences; 
thirdly,  by  the  kidney  affection  and  its  consequences; 
fourthly,  by  accidental  complications,  as  pericarditis,  pleurisy, 
etc.  And  in  treating  a  case  of  scarlet  fever,  we  are  always  on 
the  watch  lest  any  one  of  these  should  attain  a  fatal  degree 
of  severity.  And  by  treatment  we  can  do  much  to  moderate 
the  severity  of  the  general  disease,  and  still  more  for  the 

1  '  Tendencies  accompany  or  conditions  survive  the  fever,'  says  the  most 
judicious  English  writer  on  medicine  of  the  present  day,  '  which  remedial 
measures,  opportunely  and  judiciously  applied,  avail  to  oppose  and  control. 
Our  object  must  be,  when  the  fever  is  once  established,  to  conduct  it  to  a 
favourable  close,  to  "obviate  the  tendency  to  death.'" — Lect.  on  Princ.  and 
Pract.  of  Physic.  By  T.  Watson,  M.D.  4th  ed.  Vol.  ii.  p.  843. 
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throat  affection,  etc.  In  the  present  epidemic  of  diphtheria, 
I  have  seen  patients  die  from  the  general  disease — from  the 
local  throat  disease  and  its  consequences — from  derangement 
of  the  nervous  system. 

AVith  reference  to  the  general  disease,  I  would  advise  you 
to  be  guided  by  the  same  rules  that  would  guide  you  in  treat- 
ing a  case  of  erysipelas  or  of  typhoid  fever,  modified  only  by 
your  knowledge  of  the  special  tendency  of  each  to  be  com- 
plicated by  certain  local  lesions  of  structure,  e.g.  you  would 
not  purge  in  typhoid  fever.  So  long  as  there  is  heat  of  skin 
and  firmness  of  pulse,  you  should  abstain  from  alcoholic 
stimulants,  and  give  simple  febrifuges,  as  they  were  once 
called,  viz.,  saline  medicines,  which  exert  a  slight  action  on 
the  skin  and  on  the  kidneys,  or  on  both.  Acetate  of  ammonia 
and  citrate  of  potash  are  agents  well  suited  for  the  purpose. 
At  the  same  time,  the  bowels  should  be  well  cleared  out  by  a 
dose  of  calomel  and  jalap,  or  calomel  and  colocynth  pill,  fol- 
lowed in  the  inflammatory  form  of  the  disease  by  a  saline 
aperient,  e.g.  infusion  of  roses  and  sulphate  of  magnesia.  In 
this  stage  of  the  disease  the  inflammation  of  the  throat  should 
be  treated  by  warm  fomentations  externally,  and  the  inhala- 
tion of  water  vapour  with  acetic  acid.  A  wine-glass  full  of 
vinegar  to  a  pint  of  boiling  water  is  a  good  proportion — 
Squire's  inhaler  is  the  best  I  am  acquainted  with.  You  may 
frequently  see  it  in  use  in  the  wards.  A  lead  gargle — one 
drachm  of  the  solution  of  the  diacetate  of  lead  to  eight  ounces 
of  rose-water — may  occasionally  be  useful;  but  if  gargles 
cause  inconvenience  or  pain  from  the  muscular  exertion  of 
the  throat  in  gargling,  their  use  should  never  be  persisted  in. 
The  patient  should  be  confined  to  bed,  the  temperature  of 
the  room  kept  at  about  68°  Fahr.,  and  its  atmosphere  made 
moist  by  placing  a  kettle  with  a  long  spout  on  the  fire.  The 
form  of  kettle  devised  by  the  late  Dr.  Pretty  is  very  good  for 
the  purpose,1  and  very  simple.  The  young  child  can  neither 
gargle  nor  inhale,  and  at  this  stage  of  the  disease  painting 

1  This  is  a  tin  kettle,  with  a  small  aperture  at  the  top  closed  by  a  screw 
instead  of  a  common  lid.  From  the  front  of  the  kettle  project  two  spouts  of 
about  three  feet  in  length  ;  one  spout  springs  from  the  upper  part  of  the  kettle 
and  passes  forward  in  a  straight  line, — the  other  spout  springs  from  near  the 
bottom  of  the  kettle  and  passes  obliquely  upwards.  The  lower  spout  ends  in 
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the  throat  with  nitrate  of  silver,  etc.,  is  worse  than  useless. 
But  you  can  envelop  the  young  child  in  a  warm  moist 
atmosphere  much  more  perfectly  than  you  can  an  adult; 
make  a  tent  with  blankets  over  its  little  bed,  and  pass  the 
spout  of  your  kettle  under  the  covering  of  the  tent.  The 
kettle  need  not  be  on  the  fire ;  fill  it  with  boiling  water,  and 
then  keep  it  boiling  by  spirit-lamps.  The  diet,  so  long  as  the 
febrile  disturbance  lasts,  should  be  mild.  At  the  same  time 
do  not  forget  that  diphtheria,  like  erysipelas  and  typhoid 
fever,  is  a  disease  of  low  type. 

When  the  disease  begins  with  marked  feebleness  of  pulse, 
dusky  redness  of  throat,  and  extreme  sense  of  general  weak- 
ness, wine  in  full  quantities  is  required  at  an  early  period. 
From  six  to  eight  ounces  of  sherry  or  port  for  an  adult,  and 
as  good  a  diet  as  the  patient  can  take  must  be  given  from 
the  first.  In  the  course  of  the  disease,  much  larger  quantities 
of  wine,  or  a  proportionate  quantity  of  brandy,  may  have  to 
be  given.  Of  course  the  quantity  of  stimulant  must  be  regu- 
lated by  the  age  and  habits  of  the  patient,  as  well  as  by  the 
character  and  the  stage  of  the  disease ;  but  remember  that, 
as  a  rule,  young  children  bear  and  take  with  advantage,  in 
diseases  of  depression,  much  larger  quantities  of  stimulants 
than  you  would  probably  suppose.  A  child  of  three  years  of 
age  now  under  treatment  at  the  Children's  Hospital  for  diph- 
theria, is  taking  with  apparent  advantage  one  to  two  drachms 
of  brandy  every  hour,  i.e.  from  three  to  five  ounces  of  brandy 
in  twenty-four  hours. ,  Under  all  general  conditions  attention 
must  be  paid  to  secure  efficient  action  of  the  bowels,  and  the 
urinary  and  intestinal  secretions  must  be  examined  daily. 

The  presence  of  blood  or  of  albumen  in  the  urine  shows 
that  diuretics  are  contra-indicated.  Mustard  poultices,  fol- 
lowed by  warm  linseed-meal  poultices,  may  be  applied  to  the 
loins  under  such  circumstances.  The  presence  of  a  large 
amount  of  lithates  in  the  urine  should  cause  us  to  weigh  the 
propriety  of  giving  a  mercurial  aperient ;  that  is  to  say,  to 
inquire  into  the  state  of  the  biliary  excreta. 

a  spoon-like  projection,  just  under  the  slightly  curved  down  open  mouth  of 
the  upper  spout.  The  steam  passes  out  of  the  upper  spout,  and  the  condensed 
vapour  drops  into  the  little  spoon,  and  is  returned  by  the  lower  spout  to  the 
bottom  of  the  kettle. 
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As  to  the  value  of  local  applications  after  the  most  acutely 
inflammatory  stage  has  passed,  when  exudation  is  occurring, 
I  have  formed,  from  the  cases  I  have  seen  treated  by  others, 
and  have  treated  myself,  two  decided  opinions : 

1.  That  the  single  efficient  application  of  a  strong  solution 
of  nitrate  of  silver — a  scruple  to  a  drachm  of  water — fre- 
quently stays  the  spread  of  the  exudative  inflammation  ;  but 
that,  on  the  whole,  hydrochloric  acid  and  water  in  equal  parts 
more  frequently  attain  that  object. 

2.  That  the  repeated  application   at   short   intervals   of 
these  strong  local  remedies  is  injurious  ;  I  think  I  have  seen 
serious  evil  result  from  their  application  two  or  three  times 
a  day. 

To  apply  any  substance  efficiently  to  the  throat  of  a  child, 
the  little  one  must,  before  any  attempt  even  to  look  into  its  • 
throat  is  made,  be  firmly  fixed,  so  that  all  sudden  movements 
of  its  hands  and  head  are  completely  prevented,  and  held  so 
that  the  light  may  fall  directly  down  its  throat.  Then  the 
moment  must  be  seized  when  the  child  in  crying  opens  its 
mouth,  and  a  firmly  made  tongue  depressor  or  a  broad- 
handled  table-spoon  be  passed  to  the  back  of  the  tongue. 
Having  the  spoon  or  depressor  in  that  situation,  it  is  your 
own  fault  if  you  do  not  have  a  full  view  of  the  pharynx,  and, 
unless  much  mucus  be  present,  of  the  epiglottis.  Depress 
the  further  extremity  of  the  instrument  and  bring  the  tongue 
at  the  same  time  a  little  forward,  and  all  the  parts  are 
within  sight.  If  you  use  a  small  teaspoon  or  a  very  weak 
instrument,  or  do  not  fix  the  child  firmly,  or  put  the 
extremity  of  the  instrument  on  the  centre  of  the  dorsum  of 
the  tongue,  the  result  will  probably  be  that  after  a  struggle, 
more  or  less  prolonged  according  to  your  own,  the  child's, 
and  the  parents'  temper,  you  will  fail  altogether  in  attaining 
your  object,  or  attain  it  most  incompletely. 

Having  a  good  view  of  the  part,  the  exudation,  but  espe- 
cially the  surface  around  the  exudation,  is  to  be  painted  with 
a  camel-hair  pencil  dipped  in  the  solution,  the  brush  being 
passed  over  the  surface  two  or  three  times  in  quick  succession. 
The  efforts  to  vomit,  which  your  manipulations  may  excite, 
offer  no  real  impediment  to  your  proceedings.  The  applica- 
tion having  been  effectually  made,  you  are  to  wait  till  the 
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consequences  of  the  application  have  passed  away.  Bear  in 
inind,  that  both  the  acid  and  the  strong  solution  of  nitrate  of 
silver  produce  white  discoloration  of  the  parts  to  which  they 
are  applied,  and  do  not  confound  this  discoloration  with  the 
spread  of  the  diphtheritic  exudation.  I  am  sure  I  have  seen 
severe  inflammation  of  the  pharynx  kept  up  by  the  repeated 
daily  application  of  irritants,  used  to  cure  the  disease  which 
they  themselves  were  occasioning.  The  discoloration  from 
the  acid  passes  away  in  about  thirty-six  hours;  that  from 
the  nitrate  of  silver  somewhat  quicker.  The  ordinary  sponge 
probang  is  a  very  clumsy  instrument  for  the  application  of 
powerful  agents  to  the  pharynx.  You  know  not  where  the 
fluid  from  it  goes ;  but  a  curved  piece  of  whalebone,  with  a 
very  small  piece  of  sponge  attached,  must  be  used  when  you 
desire  to  apply  fluid  to  the  pharyngeal  openings  of  the  pos- 
terior nares  and  back  of  the  velum  pendulum  palati. 

The  solid  nitrate  of  silver  carefully  applied  around  the 
spreading  diphtheritic  patch,  has  appeared  to  me  in  some 
cases  to  have  at  once  arrested  its  spread.  I  have  never  seen 
these  powerful  topical  remedies  of  use  while  the  parts  were 
much  swollen,  bright  red,  and  covered  with  mucus.  Nay, 
under  such  conditions  I  have  seen  them  do  harm.  In  a  case 
I  saw  with  Dr.  Schulof  the  frequent  injection  of  cold  water 
into  the  pharynx,  which  he  had  employed  before  I  saw  the 
patient,  seemed  to  afford  much  relief:  the  patient  recovered. 

Do  not  tear  off  the  false  membrane ;  to  do  that  is  to 
commit  a  decided  blunder.  I  have  seen  it  done  repeatedly, 
but  never  with  good  effect,  and  sometimes  with  decidedly 
bad  results.1 

Chlorate  of  potash,  in  doses  of  four  grains  dissolved  in 
two  drachms  only  of  water,  has  seemed  to  me  of  some  use  in 

1  '  The  authors  of  the  sixteenth  century  agree  in  reprobating  the  forcible 
removal  of  the  false  membranes,  and  also  scarifications,  together  with  all 
roughness  of  frictions  and  applications.  I  have  had  occasion  several  times  to 
convince  myself  of  the  justice  of  these  precepts,  and  I  have  seen  the  pelli- 
cular  inflammation  aggravated  by  all  kinds  of  mechanical  irritation.  When 
the  disease  is  not  arrested  in  its  progress  by  two  energetic  applications  made 
at  intervals  of  twenty-four  hours,  and  the  signs  of  the  affection  of  the  air 
passages  begin  to  be  manifested,  this  local  treatment  offers  very  uncertain 
chances  of  recovery. ' — Dr.  Semple's  Translation  of  BretonneaiC  s  '  Memoirs  on 
Diphtheria,'  p.  106.  The  accuracy  of  these  statements  of  Bretonneau  is  con- 
firmed by  my  experience. 
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allaying  the  laryngeal  inflammation.  I  have  had  no  experi- 
ence of  powdered  alum,  of  which  Trousseau  speaks  very 
highly.1 

In  treating  the  local  pharyngeal  disease,  you  will  note 
that  the  objects  to  be  attained  are  the  prevention  of  the 
spread  of  the  exudative  inflammation  to  the  larynx,  and  the 
prevention  of  the  occurrence  of  such  an  amount  of  local  mis- 
chief as  may  lead  to  septicaemia ;  the  latter  is  infinitely  rare, 
the  former  is  very  common.  By  topical  applications  you  do 
no  good  to  the  general  disease,  i.e.  to  the  diphtheria.  The 
end  you  have  in  view  in  the  employment  of  the  acid  and 
nitrate  of  silver  solutions  is  merely  to  avert  death  by  the 
extension  of  the  disease  to  the  exudative  inflammation  of 
the  larynx,  and  death  by  septicaemia.2 

On  the  table  are  the  pharynx,  larynx,  trachea,  and  lungs 
of  a  child  who  died  recently  in  the  Hospital  for  Sick  Chil- 
dren. You  will  note  that  the  exudative  inflammation  has 
extended  low  into  the  bronchi ;  that  there  is  extensive  col- 
lapse and  scattered  pneumonia  of  both  lungs ;  and  that  the 
pneumonic  solidification  is  of  that  kind  which  so  often  follows 
on  collapse.  You  will  see  that  there  is  an  opening  in  the 
trachea;  this  was  made,  and  well  made,  during  the  life  of 
the  child  by  my  friend  and  former  pupil  Mr.  Berkeley  Hill, 
lately  house-surgeon  at  this  hospital,  and  now  residing  at  the 
Hospital  for  Sick  Children. 

With  reference  to  the  propriety  of  performing  laryngotomy 
or  tracheotomy,  when  the  larynx  is  invaded  by  the  exudative 
inflammation,  there  can  be  no  doubt  that  some  lives  have 
been  saved  in  this  country  by  an  opening  being  made  into 
the  larynx  or  trachea,  when  death  from  suffocation  in  croup 
and  in  diphtheria  was  imminent. 

A  most  unequivocal  case  of  this  kind  was  that  of  Dr.  C. 
There  is  not  a  shadow  of  a  doubt  on  my  mind  that  he  would 
have  been  dead  in  two  minutes  had  his  larynx  not  been 
opened  at  the  moment  it  was  by  Mr.  Quain.  I  never  saw 

1  Fifteen  grains  of  powdered  alum  are  mixed  with  a  little  sugar,  placed 
on  the  end  of  a  straw,  and  blown  from  it  into  the  pharynx  several  times  a 
day.     Tannin  and  other  astringents  have  been  applied  in  the  same  way. 

2  Trousseau,  the  most  recent,  and,  after  Bretonneau,  the  best  writer  on 
diphtheria,  expresses  a  very  different  opinion  as  to  the  value  of  local  remedies 
in  diphtheria.     See  note,  p.  551. 
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any  one  so  manifestly  brought  back  from  the  threshold  of 
death.  His  complexion  had  that  bluish  pallor  that  precedes 
immediate  dissolution.  My  hand  was  on  his  wrist.  I  felt 
his  pulse  failing  under  my  finger,  until  at  last  it  was  imper- 
ceptible. His  eyes  closed,  and  his  diaphragm  was  making 
those  convulsive  contractions  which  indicate  that  respiration 
is  about  to  cease,  when  the  knife  entered  the  larynx,  and  the 
air  was  drawn  by  what  really  seemed  the  last  effort  of  the 
diaphragm  into  the  lungs.  The  natural  hue  of  his  face 
returned ;  his  pulse  was  again  perceptible  ;  his  eyes  opened ; 
consciousness  was  restored ;  and  the  patient  was  alive  again. 
He  finally  recovered.  Now  a  thousand  failures  of  the  opera- 
tion in  saving  life  cannot,  after  seeing  this  case,  prove  to  me 
that  tracheotomy  ought  not  to  be  performed  when  suffocation 
is  imminent  from  the  presence  of  lymph  in  the  larynx  or 
trachea ;  for  here  is  a  man,  whose  life  was  invaluable  to  his 
family  and  most  useful  to  society,  restored  to  health,  who, 
but  for  the  operation,  would  have  been  dead. 

In  France,  tracheotomy  in  children — putting  aside  those 
cases  in  which  it  is  unnecessarily  performed — is  more 
successful  than  it  is  in  England.  Why  is  this  ?  It  is  said 
that  the  operation  in  England  is  performed  too  late;  that 
the  patient  is  allowed  to  be  weakened  to  an  extreme  degree 
before  tracheotomy  is  resorted  to.  I  doubt  the  correctness 
of  this  explanation.  I  have  seen  too  many  children  die 
who  were  operated  on  before  they  were  worn  out  by  disease, 
to  admit  it.  To  answer  the  question,  we  must  examine  the 
facts  bearing  on  it  a  little  more  closely.  What  lesions  of 
structure,  not  directly  due  to  the  operation,  do  we  find  after 
death  where  tracheotomy  has  been  performed,  and  what 
symptoms,  explicable  by  these  lesions,  are  noted  during  life  ? 

Muco-purulent  fluid,  in  quantity  in  the  bronchial  tubes, 
collapse  of  lung-tissue,  and  solidification  of  lung-tissue  from 
inflammation — the  inflammation  being  commonly  secondary 
to  collapse — these  are  the  lesions  we  find  to  account  for  death 
after  tracheotomy  in  cases  of  diphtheria  and  croup.  These 
are  the  lesions  to  be  seen  in  the  lungs  on  the  table,  to  which 
I  just  now  directed  your  attention.  During  life  we  hear 
mucous  and  submucous  rales  over  the  lungs,  and  it  may  be 
that  we  find  here  and  there  a  little  dulness  on  percussion. 
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The  increased  difficulty  to  the  entrance  of  the  air  into  the 
lung-tissue,  occasioned  by  the  mucus  accumulating  in  the 
bronchial  tubes,  may  be  measured  from  hour  to  hour  almost, 
by  the  increasing  recession  of  all  the  softer  parts  of  the 
thoracic  walls  during  the  inspiratory  efforts. 

The  sequence  of  events  then  seems  to  me  to  be  as  follows : 
— formation  of  irritating  rnuco-purulent  fluid  in  the  trachea 
and  largest  bronchial  tubes ;  the  advance  of  the  mucus,  at 
each  inspiration,  further  and  further  into  the  ramifications  of 
the  bronchial  tubes ;  irritation  by  its  presence  of  the  bron- 
chial mucous  membrane,  and  the  pouring  out  of  fresh  muco- 
purulent  fluid.  There  is,  as  a  rule,  no  active  inflammation  of 
the  bronchi,  there  is  little  swelling,  little  tenacious  mucus ; 
hence  there  is  during  life  little  or  no  sonorous  rhonchus.  But 
why,  you  may  ask,  does  not  the  patient  get  rid  of  the  muco- 
purulent  fluid  by  coughing  ?  The  answer  is  easy.  He  can 
cough  but  imperfectly,  on  account  of  the  state  of  his  larynx 
and  trachea. 

Remember  the  mechanism  of  cough  and  of  expectoration. 
How  often  have  I,  and  how  often  shall  I  again  recall  it  to 
your  mind  ?  To  cough  freely  and  deeply,  so  as  to  remove 
obstructions  from  the  bronchial  tubes,  you  take  a  deep  inspi- 
ration and  then  close  the  glottis ;  next  you  compress  the  air- 
distended  lungs  by  violent  expiratory  effort,  and  then 
suddenly  opening  the  larynx  you  drive  out  of  the  bronchial 
tubes  by  the  force  of  the  expelled  air  all  matters  contained  in 
them;  you  expectorate.  The  child  who  has  a  tube  in  his 
trachea,  or  whose  larynx  is  so  diseased  that  he  cannot  close 
it  firmly,  is  necessarily  unable  to  cough  deeply.  He  cannot 
compress  the  air-containing  tissue  of  the  lungs  with  force 
enough  to  drive  out  by  the  current  of  expressed  air  any 
excess  of  mucus,  or  other  matters,  from  the  bronchial  tubes. 
You  may  excite  cough  as  often  as  you  desire  by  closing  the 
tube  for  an  instant,  and  some  expectoration  will  follow ;  but 
unless  a  deep  inspiration  has  preceded  the  closure  of  the  tube, 
the  quantity  of  air  driven  out  by  the  expiratory  effort  must 
be  small,  and  the  force  of  its  current  feeble,  consequently  the 
cough  will  be  ineffectual  for  the  clearance  of  the  bronchial 
tubes ;  the  next  inspiratory  effort  draws  the  mucus  and  the 
secretions  from  the  larynx,  trachea,  etc.,  still  lower  into  the 
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tubes.  After  a  short  time  collapse  of  lung  tissue  necessarily 
follows,  and  too  often  the  collapse  has  for  its  sequences  con- 
gestion and  exudation,  i.e.  pneumonic  consolidation.  In 
diphtheria  there  is  irritating  and  abundant  secretion  from  the 
larynx  and  trachea.  In  order  to  cough  effectually,  you 
understand,  a  preliminary  full  inspiration  is  essential.  What- 
ever, therefore,  prevents  such  an  expansion  of  the  chest- walls 
or  lungs  as  shall  perfectly  distend  the  air-cells  of  the  latter 
with  air,  prevents  effectual  cough,  and  so  favours  the  accumu- 
lation of  mucus,  and  of  the  acrid  secretions  from  the  larynx, 
trachea,  etc.,  in  the  bronchial  tubes,  and  therefore  favours  the 
occurrence  of  pulmonary  collapse,  congestion,  and  inflam- 
mation. 

Flexibility  of  the  chest  walls  is  a  condition  which  prevents 
full  inspiration  of  air  when  there  is  the  least  obstruction  to 
its  free  passage  through  the  bronchial  tubes.  The  greater 
the  flexibility  of  the  chest  walls,  the  greater  is  the  mechani- 
cal difficulty  to  the  inspiration  of  air.  It  is  because  of  the 
flexibility  of  their  chest  walls  that  little  children,  constitu- 
tionally healthy,  more  often  die  from  an  attack  of  bronchitis 
than  do  adults,  and  that  children  whose  ribs  are  softened 
from  disease  commonly  die  from  pulmonary  collapse  when 
they  are  the  subjects  of  trifling  catarrh. 

Trousseau  remarks  that  he  has  seen  only  three  children 
under  two  years  of  age  recover  after  tracheotomy  for  croup. 
The  principal  reason  for  the  mortality  in  children  of  this  age 
is,  that  their  chest  walls  are  so  flexible  that  mechanical  power 
is  wanting  to  draw  air  beyond  the  fluid  which  from  any 
cause  finds  its  way  into  the  bronchial  tubes.  Supplementary 
causes  are  the  susceptibility  of  young  children  to  capillary 
bronchitis,  and  to  the  supervention  of  pneumonia  or  pulmon- 
ary collapse. 

But  why  do  a  larger  proportion  of  older  children  die  after 
tracheotomy  in  England  than  in  France  ?  The  cause  of  this 
difference  is,  I  think,  to  be  found  in  the  greater  frequency  of 
rickets  in  England,  and  consequently  in  the  greater  flexibility 
of  the  chest  waUs  in  proportion  to  the  age  of  the  children. 
You  will  observe  that  many  children  who  are  not  decidedly 
rickety  are  still  the  subjects  of  slight  softening  of  the  bones. 
There  is  no  sharp  line  of  demarcation  in  regard  of  consistence 
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between  the  bones  of  a  healthy  child  and  the  bones  of  a 
rickety  child. 

As  to  the  early  or  late  performance  of  tracheotomy  in 
diphtheria,  be  sure  before  opening  the  trachea,  first,  that  the 
exudative  inflammation  has  extended  to  the  larynx,  and 
secondly,  that  it  is  advancing  in  severity.  In  judging  on 
these  points  do  not  omit  to  look  at  the  chest,  and  be  guided 
to  a  considerable  extent  by  the  degree  and  increase  of  the 
recession  of  the  soft  parts  of  the  parietes  during  inspiration. 
Being  satisfied  on  the  two  points  I  have  just  mentioned,  the 
sooner  the  operation  is  done  the  better.  The  mortality  under 
any  treatment  is  frightful,  but  tracheotomy  will  save  a  small 
proportion  of  cases.  Then  why  refuse  life  to  those  few  ?  As 
you  grow  older  you  will  know  the  satisfaction  it  is  to  have  a 
well-founded  conviction  that  in  even  a  single  case  you  have 
been  the  means  of  saving  life.  In  the  adult,  laryngotomy  is 
to  be  preferred  to  tracheotomy ;  the  larynx  is  large  enough 
to  admit  a  tube ;  in  children  it  is  too  small,  especially  when 
narrowed  by  swelling  of  its  mucous  membrane  and  exu- 
dation on  its  surface.  In  children,  then,  you  must  open 
the  trachea;  open  it,  however,  as  near  to  the  larynx  as 
possible.  It  is  said,  open  below  the  seat  of  disease ;  I 
think  the  reverse  should  be  the  rule.  If  you  open  into  the 
healthy  part  you  establish  a  new  centre  of  irritation  and 
inflammation. 

The  child  whose  trachea,  etc.,  is  on  the  table,  and  of 
which  I  have  before  spoken,  was  only  a  year  and  ten  months 
old,  and  the  subject  of  rickety  softening  of  the  ribs.  Observe 
that  there  is  no  increase  of  the  disease  at  the  spot  where  the 
opening  was  made,  though  Mr.  Hill  opened  into  the  diseased 
part.  Had  such  a  case  as  this  occurred  in  private  practice, 
the  friends  of  the  child  should  have  been  informed  that  death 
was  certain  unless  an  operation  was  performed;  that  an 
operation  would  give  no  more  than  the  shadow  of  a  shade  of 
a  chance  of  recovery.  And  even  under  more  favourable 
circumstances,  i.e.  when  the  patient  is  older,  and  not  rickety, 
you  should  fully  explain  to  the  friends  the  small  proportion 
of  operations  that  terminate  in  ultimate  recovery.  In  all  the 
cases,  save  one,  that  I  have  seen  operated  on,  temporary 
relief  and  prolongation  of  life  has  been  the  result. 
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After  tracheotomy,  I  have  seen  children  die  from  two 
lesions  of  structure,  directly  due  to  the  operation.  One  is 
injury  (ulceration,  etc.)  to  the  trachea,  from  the  mechanical 
irritation  of  the  tube,  and  the  other,  suppuration  in  the  an- 
terior mediastinum,  inflammation  extending  downwards  from 
the  lower  border  of  the  wound  in  the  neck,  through  the 
cellular  tissue  in  front  of  the  trachea  to  the  loose  cellular 
tissue  in  the  anterior  mediastinum. 

Against  these  as  well  as  other  dangers  you  must  guard. 
I  will  describe  to  you  a  case  lately  under  my  care  in  the 
Hospital  for  Sick  Children ;  and  from  that  description  you 
will  learn  the  symptoms  which  I  consider  indicate  the  pro- 
priety of  opening  the  trachea,  and  all  the  precautions  I 
thought  desirable  to  favour  a  successful  termination  of  a  case 
of  tracheotomy  for  diphtheria. 

The  child  (George  0.)  was  three  years  and  two  months 
old ;  its  ribs  for  its  age  were  remarkably  firm ;  its  mother  had 
had  haemoptysis. 

This  child  was  in  the  hospital,  rapidly  convalescing  from 
measles,  accompanied  by  very  severe  bronchitis,  for  which 
ammonia  and  brandy  had  been  required.  When  about  one 
a.m.,  January  5th,  1861,  i.e.  twelve  hours  after  the  death  of 
William  W.,1  who  lay  in  the  next  bed,  it  was  observed  by 
Mr.  Hill  to  be  hoarse,  and  breathing  rapidly  and  stridulously. 
The  cough  had  assumed  a  croupy  character.  There  was  no 
lividity  of  the  surface,  no  recession  of  the  soft  parts  of  the 
thoracic  walls.  The  mucous  membrane  of  the  fauces  was 
very  red  and  swollen.  There  was  no  lymph  on  it.  The  child 
had  been  seen  by  Mr.  Hill  at  ten  p.m.  in  his  ordinary  round, 
and  at  that  time  the  breathing  was  not  noisy ;  in  fact,  the  boy 
seemed  to  be  progressing  towards  health  most  satisfactorily. 

The  child  was  at  once  placed  in  a  bed,  to  each  corner  of 
which  is  attached  a  rod,  three  feet  in  height ;  the  four  up- 
right rods  being  connected  at  their  tops  by  four  transverse 
rods.  Blankets  were  thrown  over  this  framework,  and  into 
the  circumscribed  space  so  formed,  hot  water  vapour  was  in- 
troduced from  a  long-spouted  kettle.  At  the  same  time  the 
bed  was  drawn  near  to  the  fire,  and  bottles  of  hot  water 
placed  in  and  on  the  bed ;  the  object  being  to  envelop  the 

1  See  p.  510. 
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child  in  a  pure,  moist  atmosphere,  having  a  temperature  of 
about  70°  Fahrenheit ;  subsequently  a  current  of  hot  dry  air 
was  passed  in  a  tube  through  the  tent.  Fifteen  minims  of 
tincture  of  sesquichloride  of  iron  in  water  were  ordered  to  be 
given  every  two  hours,  and  half  a  drachm  of  brandy  every  hour. 
The  child  slept  at  intervals  during  the  night,  and  at  nine 
o'clock  on  the  morning  of  the  5th,  Mr.  Ringer  noted  the  child 
lying  on  its  back  asleep ;  in  breathing  it  made  a  loud  snoring 
noise.  On  waking,  the  child  coughed ;  the  cough  was  hoarse, 
metallic,  and  ringing  in  character ;  it  was  followed  by  stridu- 
lous  inspiration,  the  ordinary  breathing  had  the  laryngeal 
quality ;  the  voice  was  thick.  The  child  swallowed  without 
pain  or  difficulty,  it  did  not  look  oppressed,  its  skin  was  warm 
and  free  from  lividity.  The  pulse  was  frequent  and  weak. 
There  was,  during  inspiration,  considerable  recession  of  the 
lower  part  of  the  sternum,  and  of  the  margin  of  the  thorax, 
as  well  as  deepening  of  the  supra-sternal  and  supra-clavicular 
regions,  and  of  the  intercostal  spaces. 

At  two  p.m.  of  the  same  day  I  made  the  following 
notes : — 

"The  inspiratory  and  expiratory  sound  as  heard  at  the 
bedside  are  both  laryngeal  in  quality. 

"  The  pulse  is  132,  small  and  weak. 

"  The  respirations  are  48  in  the  minute. 

"  The  child  breathes  through  its  open  mouth,  at  the  same 
time  the  nares  dilate  during  inspiration. 

"  There  is  occasional  cough,  laryngeal  in  quality. 

"The  recession  of  all  the  softer  parts  of  the  thoracic 
parietes  during  inspiration  is  considerable,  the  lateral  regions 
being  flattened. 

"On  percussion  both  sides  of  the  thorax  are  hyper- 
resonant. 

"  On  auscultation  the  inspiratory  murmur  is  very  faintly 
audible.  No  abnormal  sounds  are  heard  in  any  part  of  the  chest. 

"  The  tonsils,  uvula,  arches  of  the  palate,  etc.,  are  red  and 
swollen.  Much  mucus  obscures  the  view  of  the  pharynx. 
The  mucous  membrane  of  the  nose  is  dry.  The  lymphatic 
glands  behind  the  angles  of  the  jaw  and  down  the  sides  of  the 
larynx  are  somewhat  larger  than  natural,  but  not  tender." 

The  dose  of  the  brandy  was  increased  from  half  a  drachm 
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to  a  drachm  every  hour.  I  expressed  a  wish  that  the  trachea 
should  be  opened,  in  case  the  impediment  to  the  entrance  of 
the  air  into  the  chest  increased. 

At  ten  p.m.  Mr.  Ringer  noted  that  the  child  looked  more 
oppressed,  that  the  lips  were  slightly  livid,  that  inspiration 
was  more  difficult  and  prolonged,  that  the  sound  accompany- 
ing inspiration  was  more  strongly  laryngeal,  that  the  soft 
parts  of  the  chest  walls  fell  in  very  greatly  during  inspiration. 
It  was  obvious  that  the  impediment  to  inspiration  was  rapidly 
increasing.  The  pulse  was  frequent,  but  of  pretty  good 
power.  No  time  was  to  be  lost,  every  quarter  of  an  hour  was 
of  moment,  and  therefore  tracheotomy  was  at  once  performed 
by  Mr.  Berkeley  Hill.  I  again  use  the  notes  of  our  accurate 
and  able  Registrar,  Mr.  Sydney  Ringer. 

Much  blood  was  lost  in  the  operation  (this  is  sometimes 
unavoidable) ;  the  trachea  was  opened  as  near  to  the  larynx 
as  possible.  After  the  tube l  was  introduced  there  was  some 
blood  and  mucus  in  the  trachea,  which  caused  the  child 
much  annoyance  and  excited  frequent  efforts  to  eject  it.  In 
about  an  hour  these  efforts  ceased,  and  the  child  fell  into  a 
calm  sleep,  lying  on  its  back  and  breathing  quietly.  There 
was  now  no  falling  inwards  of  the  softer  parts  of  the  chest 
walls  during  inspiration.  The  colour  of  the  lips  was  good, 
there  was  no  pallor  of  the  face,  no  lividity.  There  was  still 
a  little  dilatation  of  the  nares  during  inspiration.  When  the 
tube  became  clogged,  but  then  only,  was  there  recession  of 
the  softest  parts  of  the  chest  walls.  The  pulse  was  108,  and 
of  tolerably  good  power.  The  respirations  were  42  in  the 
minute,  but  very  irregular. 

The  skin,  as  judged  by  the  hand,  was  of  normal  tempera- 
ture, and  moist.  There  was  much  moist  rale  at  the  bases  of 
both  lungs. 

On  January  7th,  the  second  day  from  the  operation,  and 
the  third  day  of  the  disease,  the  breathing  was  very  tranquil, 
but  occasionally  hurried.  There  was  no  lividity  of  the  sur- 
face. The  boy  had  some  colour  in  his  cheeks,  he  looked  calm. 
The  pulse  was  132,  soft,  not  particularly  weak. 

1  The  tube  used  was  a  common  double  silver  canula,  as  large  as  the 
trachea  would  receive.  The  canula,  with  an  aperture  on  its  dorsal  surface, 
seems  to  me,  however,  better  than  that  here  used. 
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On  January  8th  the  pulse  was  132.  The  respirations 
were  38 ;  there  was  no  lividity,  the  lips  were  of  good  colour. 

Mr.  Hill  placed  his  finger  on  the  tube,  then  in  a  second  or 
two  withdrew  it;  the  child  necessarily  took  a  deep  inspi- 
ration. Seizing  the  moment  when  the  chest  was  distended 
by  air,  Mr.  Hill  again  placed  his  finger  on  the  tube,  waited 
until  effort  to  cough  was  made,  and  then  suddenly  withdrew 
the  finger;  by  this  manoeuvre  he  succeeded  in  making  the 
boy  expectorate  much  muco-purulent  fluid. 

The  wound  was  freely  cauterised  with  nitrate  of  silver. 

On  January  9th,  the  fourth  day  from  the  operation,  the 
child's  general  condition  had  greatly  improved ;  he  sat  up  in 
his  bed  and  played  with  his  toys.  The  nurse  reported  that 
he  had  slept  well  at  night.  The  bowels  had  acted  once 
during  the  last  twenty-four  hours,  as  they  had  daily  from  the 
outset  of  the  disease.  The  urine  had  been  tested  daily,  but 
on  this  day,  for  the  first  time,  it  was  found  to  contain  albu- 
men. The  albumen  was  always  to  be  detected  in  the  urine 
from  this  date  till  the  child's  death. 

Some  muco-purulent  fluid  was  coughed  past  the  tube 
through  the  larynx  into  the  mouth.  The  child  ate  a  little  dry 
sponge-cake.  Mr.  Hill  took  out  the  tube  in  the  evening  and 
closed  the  aperture  in  the  trachea  with  his  finger,  to  test  the 
child's  ability  to  breathe  through  the  natural  passages.  The 
child  struggled  so  much  for  breath  that  the  finger  was  soon 
removed ;  a  good  deal  of  dirty-looking,  foetid,  muco-purulent 
matter  escaped  from  the  trachea  through  the  wound.  The 
tube  was  reintroduced. 

On  January  llth,  i.e.  the  seventh  day  of  disease,  the 
child's  general  condition  was  very  good ;  the  pulse  136,  the 
respirations  42.  It  ate  and  slept  well,  and  displayed  more 
irritability  of  temper  than  it  had  previously  done.  The 
wound,  however,  looked  in  a  bad  state,  its  edges  being 
sloughy  and  offensive.  Mr.  Athol  Johnson,  who  saw  the 
patient  with  me,  advised  that  the  wound  should  be  washed 
with  a  solution  of  chlorinate  of  soda. 

On  January  12th,  i.e.  seventh  day  after  the  operation,  the 
child  at  the  time  of  my  visit  in  the  afternoon  was  sleeping  so 
tranquilly  that  its  respirations  were  inaudible,  the  frequency 
was  only  to  be  determined  by  the  hand  placed  on  the 
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abdomen.  The  respirations  were  40,  the  pulse  136.  The  skin 
was  soft  and  normally  cool  The  wound  was  looking  more 
healthy,  but  the  opening  into  the  trachea  was  wide  and 
ragged-looking.  In  the  evening  the  child  sat  up  in  bed  and 
played  lustily  with  a  drum. 

In  the  course  of  the  evening  Mr.  Hill  removed  the  tube 
for  a  few  minutes ;  a  violent  fit  of  coughing  was  the  result, 
during  which  some  mucus  was  ejected  through  the  opening 
in  the  trachea,  but  it  hung  around  the  wound,  so  that  it  was 
drawn  into  the  trachea  again  at  the  succeeding  inspiration. 
When  the  tube  was  in  the  trachea  the  mucus  was  expelled 
from  the  tube,  and  so  removed  from  the  influence  of  the  next 
inspiration.  As  the  child  became  livid  and  the  pulse  very 
feeble  from  the  obstruction  to  the  ingress  of  air  offered  by  the 
mucus  drawn  into  the  trachea,  the  tube  was  replaced. 

On  January  13th,  the  pulse  was  138  and  rather  irregular 
in  force  and  frequency.  The  child  breathed  calmly,  and  was 
cheerful.  Its  skin  was  cool,  its  appetite  excellent. 

Every  day,  however,  that  ansernic  pasty  look  so  often  seen 
in  diphtheria  had  increased. 

From  the  day  of  the  operation  the  child  had  not  been 
allowed  to  drink,  but  all  his  food  had  been  soaked  in  milk, 
wine  and  water,  or  beef-tea.  The  importance  of  giving  all 
fluids  in  the  form  of  sop  is  to  be  impressed  on  the  nurse,  be- 
cause two  or  three  days  after  the  operation  t*he  glottis  has 
been  observed  to  lose  some  of  its  irritability,  and  fluids  have 
passed  into  the  larynx  and  even  caused  the  death  of  the 
patient.  A  friend  of  mine  told  me  that  he  lost  a  very  pro- 
mising case,  apparently  from  this  accident,  on  the  fourth  day 
after  the  operation. 

The  boy  having  declined  the  tincture  of  the  sesquichloride 
of  iron  on  the  second  day,  it  was  omitted,  and  a  few  grams  of 
the  ammonio-citrate  of  iron  were  given  in  its  place. 

From  the  13th  to  the  17th  January  the  pulse  rose  daily 
in  frequency.  On  the  16th  it  was  160  in  the  minute.  All 
this  tune,  however,  the  child  continued  cheerful. 

On  the  18th  January,  i.e.  the  fourteenth  day  of  illness, 
the  child  took  its  breakfast  as  usual ;  at  noon  it  was  evidently 
sulking ;  its  pulse  was  176,  its  respiration  76,  and  there  was 
great  recession  of  the  chest  walls  during  respiration. 
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At  five  P.M.  the  pulse  was  too  rapid  and  feeble  to  be 
counted,  and  the  respirations  were  86  in  the  minute.  At 
nine  P.M.  the  child  died. 

The  child  had  never  been  removed  from  the  bed  for  the 
purpose  of  examining  its  chest  from  the  time  of  the  operation. 
Much  injury  might  have  resulted  to  the  child  from  the 
exposure  and  exertion,  while  no  good  end  could  have  been 
attained  by  the  knowledge  that  a  little  mucous  or  sub- 
inucous  rale,  or  a  little  fine  crepitation,  existed  here  or  there. 

After  death,  the  wound  showed  no  signs  of  attempt  at 
repair.  It  was  sloughy-looking,  and  at  places  on  it  was  some 
granular  lymph.  The  lungs  were  acutely  but  highly  emphy- 
sematous,  so  that  they  met  in  the  middle  line  and  almost 
covered  the  heart.  The  most  depending  part  of  the  inferior 
lobe  of  the  left  lung  was  collapsed.  The  collapse  affected 
about  one-third  of  the  lobe.  The  bronchial  tubes  leading  to 
the  inferior  lobe  contained  a  large  quantity  of  very  thick  air- 
less purulent  fluid.  The  smallest  tubes  running  through  the 
collapsed  tissue  were  filled  with  fluid  of  the  same  character. 
The  collapsed  portion  broke  down  too  easily  on  pressure,  and 
was  less  flabby  than  is  merely  collapsed  lung-tissue ;  it  was 
evidently  the  seat  of  incipient  secondary  pneumonia.  On 
cutting  across  the  emphysematous  parts  of  the  lung,  i.e.  all 
the  lung  not  collapsed,  a  good  deal  of  aerated  muco-purulent 
fluid  escaped.  The  inferior  lobe  of  the  right  lung  was  scarcely 
if  at  all  collapsed.  The  posterior  third  of  the  superior  lobe 
was  solid,  chiefly  from  pneumonia.  Here  and  there,  around 
and  mingled  with  the  lobules,  solid  from  pneumonia,  were 
little  portions  of  coUapsed  lung-tissue ;  and  the  small  bron- 
chial tubes  running  through  the  collapsed  and  solid-from- 
pneumonia  lobules  were  filled  with  thick  airless  purulent 
fluid.  The  lymphatic  glands  behind  the  angles  of  the  jaw, 
down  the  neck,  beside  the  larynx,  and  at  the  bifurcation  of 
the  trachea,  were  large,  red,  moist,  and  brittle. 

The  uvula  and  the  velum  pendulum  palati  were  thick- 
ened. On  the  posterior  surface  of  the  velum  was  a  patch  of 
tough  lymph  about  the  size  of  a  sixpence,  and  from  this  a 
layer  of  tough  lymph  extended  upwards,  even  into  the 
posterior  nares.  The  coats  of  the  pharynx  itself  were  thick- 
ened and  somewhat  contracted.  The  epiglottis  seemed 

2  M 
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healthy,  except  that  its  under  surface  was  covered  with  thick 
mucus.  The  arytseno-epiglottidean  folds  were  scarcely  thicker 
than  natural  Below  the  root  of  the  epiglottis,  the  mucous 
membrane,  as  low  as  the  bifurcation  of  the  trachea,  was 
covered  with  a  continuous  layer  of  tough  lymph.  On  remov- 
ing this,  the  mucous  membrane  beneath  was  found  to  be 
intensely  red.  The  opening  from  the  trachea  into  the  larynx 
was  completely  blocked  up  by  lymph. 

The  wound  internally  looked  healthy.  Over  the  ring  of 
the  trachea  next  below  the  opening,  the  mucous  membrane 
to  a  small  extent  was  abraded  or  superficially  ulcerated. 
The  kidneys  and  other  abdominal  viscera  contained  an  excess 
of  blood,  but  seemed  otherwise  healthy.1 

You  will  note  in  the  account  I  have  given  you  of  this 
case,  as  especially  worthy  of  remembrance  in  regard  to  the 
operation  for  tracheotomy — 

1.  That  the  operation  was  performed  as  soon  as  it  was 
evident  that  the  laryngeal  disease  was  progressing,  and  was 
seriously   interfering  with  the  entrance  of  the  air  into  the 
thorax ;  the  excess  in  the  falling  in  of  the  chest  walls  over 
that  of  health  during  the  child's  ordinary  inspirations  being 
regarded  as  the  measure  of  the  impediment  to  the  passage 
of  the  air  through  the  larynx. 

2.  That  the  opening  into  the  trachea  was  made  near  to 
the  larynx.     It  was  so,  first,  in  order  that  there  might  be  as 
little  chance  as  possible  of  the  inflammation  extending  to  the 
cellular   tissue   of  the   anterior  mediastinum ;  secondly,   in 
order  that  the  air  might  have  as  long  a  passage  as  possible 
to  pass  through  before  reaching  the  lungs ;  and  thirdly,  and 
especially,  in  order  not  to  excite  inflammation  lower  down 
the  trachea   than   already  existed  when  the  operation  was 
performed. 

3.  That  no  fears  respecting  the  evil  consequences  of  open- 
ing the  diseased  part  of  the  trachea  exercised  any  influence 
in  determining  the  spot  for  the  operation. 

4.  That  the  tracheal  tube  was  of  good  size. 

5.  That  the  edges  of  the  wound  were  freely  cauterised  after 
the  operation. 

1  They  were  examined  with  the  aid  of  the  microscope. 
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6.  That  the  air  the  child  breathed  was  kept  as  nearly  as 
possible  at  70°  Fahr.,  and  was  moist.     These  conditions  were 
secured  by  the  arrangements  of  the  bed  I  have  described  to 
you,  and  by  covering  the  openings  of  the  tube  by  a  neck- 
comforter. 

7.  That  measures  were  taken  from  time  to  time  to  excite 
deep  cough,  and  so  to  favour  expectoration  of  the  morbid 
matter  drawn  into  the  bronchial  tubes  from  the  trachea,  and 
formed  in  the  bronchial   tubes  from   the  irritation  of  that 
matter,  etc. 

8.  That  the  child  was  well  supported  by  food  and  stimu- 
lants from  the  first, — fluids  being  always  supplied  by  soak- 
ing sponge-cake,  bread,  etc.,  in  them ;  baked  apples  and  grapes 
were  given  freely. 

At  the  time  of  the  operation  two  facts  were  in  favour  of 
the  child's  recovery,  viz.,  it  being  more  than  two  years  old, 
and  its  ribs  being  firmer  than  is  usual  at  its  age.  But  then, 
on  the  other  hand,  the  child  was  weakened  by  the  attack  of 
measles  and  bronchitis,  from  which  it  had  scarcely  recovered 
when  it  began  to  suffer  from  the  diphtheria ;  it  was  still  at 
an  age  when  capillary  bronchitis,  collapse,  and  pneumonia, 
secondary  to  collapse,  are  very  common ;  and  the  diphtheria, 
the  general  disease,  had  yet  to  run  its  course. 

The  death  of  the  child  was  the  consequence  of  the  general 
disease,  hastened  probably  a  little  by  the  state  of  the  lungs. 

The  operation  was  successful  so  far  as  concerns  the  attain- 
ment of  the  object  for  which  it  was  performed.  The  child 
would  have  died  on  the  5th  of  January  had  the  trachea  not 
been  opened;  it  lived  till  the  18th.  Slow  suffocation  is  one 
of  the  most  distressing  modes  of  death ;  death  from  asthenia 
one  of  the  least.  So  that  twelve  days  of  life  were  gained  and 
much  suffering  was  avoided  by  the  operation.1  You  will 

1  If  tracheotomy  did  no  more  than  substitute  the  easy  death  from  collapse 
and  pneumonia,  or  from  asthenia,  for  the  painful  death  from  obstruction  in 
the  larynx,  it  would  in  many  cases  be  a  justifiable  operation.  Trousseau 
has  drawn,  with  a  master's  hand,  so  faithful  and  graphic  a  picture  of  the 
terrible  suffering  in  death  from  slow  suffocation,  in  acute  laryngeal  inflam- 
mation, that  I  cannot  refrain  from  quoting  his  words  and  his  description  at 
length  : — 

'  Cependant  les  acces  se  rapprochent  en  devenant  de  plus  en  plus  violents  ; 
et  jusqu'au  moment  de  1'agonie  il  n'y  a  bientot  plus  entre  eux  d'intervalles  de 
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remember  that  I  told  you,  that  the  laryngeal  affection  all  but 
always  kills  within  a  week  from  its  outset,  and  usually  within 
three  days,  and  that  the  general  disease  more  commonly 
causes  death  during  the  second  week. 

The  sequence  of  events  in  this  case,  and  the  relation  and 
importance  of  those  events,  seem  to  me  to  have  been  as 
follows : — 

Diphtheria  late  in  the  night  of  January  4th;  the  exudative 
inflammation  affecting  the  larynx  and  pharynx.  Exudation 
of  lymph  into  the  larynx  early  on  the  5th.  Death  by  suffo- 
cation averted  on  the  night  of  the  5th  by  opening  the  trachea. 

Continuance  of  the  diphtheria.  Extension  of  the  exuda- 
tion downwards  to  the  bifurcation  of  the  trachea;  and 
upwards  to  the  posterior  surface  of  the  velum  pendulum 
palati,  and  thence  forward  to  the  anterior  nares. 

Diphtheritic  inflammation  of  the  wound.  Expectoration 
through  the  opening  in  the  trachea,  facilitated  by  the  firm 
state  of  the  ribs  and  the  management  of  the  tube,  and  thus 
death  by  collapse  averted. 

The  progress  of  the  general  disease  shown  during  life  by 
the  occurrence,  for  the  first  time,  of  albumen  in  the  urine  on 
the  fourth  day  of  disease,  and  the  continuous  and  gradual 
rise  in  the  frequency  of  the  pulse,  and,  after  death,  by  the 
exudation  on  the  pharyngeal  and  nasal  mucous  membranes. 

The  little  collapse  and  the  small  amount  of  pneumonia 
probably  supervened  during  the  last  day  of  life,  the  patient 

tranquillity  ;  le  sifflement  laryngo-tracheal  est  continu.  De  temps  en  temps, 
les  pauvres  enfants,  dans  un  e"tat  d'agitation  impossible  a  de"crire,  se  dres- 
sent  brusquement  sur  leur  se"ant,  saisissant  les  rideaux  de  leur  lit  qu'ils  de"- 
chirent  dans  leurs  mouvements  de  rage  convulsive  ;  quelquefois  ils  e"corchent 
avec  leurs  ongles  les  papiers  tendus  sur  les  murs  ;  ils  se  pre"cipitent  au  cou  de 
leur  mere  et  des  personnes  qui  les  entourent,  les  embrassant,  et  cherchant  a 
s'accrocher  sur  se  qui  se  trouve  a  leur  portee  pour  y  prendre  un  point  d'appui. 
Dans  un  autre  moment,  c'est  centre  eux  qu'ils  tournent  leurs  efforts  impuis- 
sants,  portant  violemment  leurs  mains  &  la  partie  ant^rieure  de  leur  cou  comme 
pour  en  arracher  quelque  chose  qui  les  etouffe.  La  face  bouffie,  violac^e,  les 
yeux  hagards  et  brillants,  expriment  1'anxiete  la  plus  p^nible  et  une  profonde 
terreur ;  puis  1'enfant  tombe  accab!6  dans  une  espece  de  stupeur  durant 
laquelle  la  respiration  reste  difficile  et  sifflante.  La  face,  les  levres  sont  alors 
pales,  les  yeux  abattus.  Enfin,  apres  un  effort  supreme  de  respiration, 
1'agonie  commence,  et  la  lutte  se  termine  sans  qu'il  y  ait  eu,  a  partir  de  ce 
moment,  autant  d'acces  de  suffocation  qu'auraient  du  le  faire  preVoir  ceux 
qui  ont  eu  lieu  jusque-la.  Chez  1'adulte,  le  tableau  est  plus  effrayant  encore. 
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no  longer  expectorating  the  irritating  matter  drawn  into  the 
bronchi  from  the  trachea.1 

Death  from  asthenia  at  the  end  of  the  second  week  of  the 
disease. 

With  regard  to  the  remedies  that  have  been  praised  as 
specifics  in  diphtheria,  or  as  all  but  meriting  that  high  name, 
I  have  seen  nothing  like  unequivocal  specific  good  from  any 
of  those  of  which  I  have  had  experience.  I  have  either  given 
myself,  or  seen  given  by  others,  the  tincture  of  the  sesqui- 
chloride  of  iron,  in  doses  of  twenty  drops  every  two  or  three 
hours ;  sesquicarbonate  of  ammonia,  in  doses  of  four  or  five 
grains  every  two  or  three  hours ;  bark  in  various  forms,  with 
and  without  ammonia ;  and  calomel ;  but  by  none  of  these 
have  I  seen  any  specific  influence  exerted.  From  all,  some 
benefit  has  accrued,  when  their  exhibition  was  specially  indi- 
cated,— just  the  kind  of  good  we  see  from  them  when  judi- 
ciously administered  in  other  diseases. 

As  the  septicaemia  results  from  the  absorption  of  foetid 
matters  from  the  throat,  local  applications  are  indicated — 
solid  nitrate  of  silver  should  be  applied  freely  to  the  foetid 
surface,  as  soon  as  the  glands  behind  the  angles  of  the  jaw 
begin  to  increase  quickly  in  size,  and  to  become  tender,  and 
gargles  or  washes  of  chloride  of  soda,  or  of  Condy's  fluid, 
used ;  by  cauterising  the  surface  from  which  the  infection  is 
proceeding,  and  by  the  use  of  these  antiseptics  we  may  pre- 
vent that  which,  when  fully  established,  we  are  impotent  to 
cure. 

La  violence  des  acces  de  suffocation,  1'espece  de  rage  qui  s'empare  du  mal- 
heureux  mourant,  etrangl^  par  cet  obstacle  dont  il  ne  peut  se  debarrasser, 
sont  impossibles  a  depeindre.  A  la  fin,  lorsque  les  levres  sont  devenues 
livides,  lorsque  le  visage  est  bouffi,  violacd  ;  au  dernier  terme  de  1'asphyxie, 
1'adulte  tombe,  comme  1'enfant,  dans  cette  sorte  de  stupeur  et  d'enivrement, 
et  meurt  ordinairement  dans  un  e"tat  de  prostration.' — Clinique  Medicale, 
1861,  p.  322. 

Those  only  who  have  witnessed  the  sufferings  so  described,  and  the  in- 
stant relief  from  them  that  follows  on  the  opening  of  the  windpipe,  can 
appreciate  fully  the  palliative  value  of  tracheotomy. 

1  It  will  be  gathered  from  the  account  I  have  given  of  this  case  that  I 
cannot  agree  with  Trousseau  in  the  following  statement : — 

'  It  seems  as  if  the  disease,  having  reached  the  air-passages,  exhausted 
there  all  its  force,  and  if  by  giving  passage  to  the  air  into  the  respiratory  ap- 
paratus by  tracheotomy  we  prevent  the  patient  dying,  the  cure  will  occur  natur- 
ally.'— Clinique  Me'dicale,  1861,  p.  424. 
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With  reference  to  the  treatment  of  the  nervous  disorders 
which  follow  diphtheria,  as  all  the  symptoms  of  those  dis- 
orders indicate  loss  of  power,  and  are  accompanied  by  pallor 
and  other  anaemic  symptoms,  nourishing  animal  and  stimu- 
lating diet,  fresh  air  and  exercise,  and  steel  and  quinine,  seem 
especially  to  be  indicated.  Where  the  paralysis  has  been 
limited  to  the  pharyngeal  muscles,  to  tingling  in  some  parts, 
to  affections  of  the  special  senses,  or  to  slight  want  of  power 
in  the  extremities,  those  measures  have  proved  successful; 
but  when  the  paralysis  has  been  widely  spread  or  extended 
to  the  heart,  the  cases  have  ended  fatally,  notwithstanding 
the  employment  of  the  remedies  I  have  mentioned.  In  any 
case  of  the  kind  I  again  see,  I  shall  certainly  give  strychnine, 
in  small  doses,  a  fair  trial,  in  addition  to  general  tonic 
remedies.  Perhaps  stimulation  by  blisters  over  the  upper 
part  of  the  spine  might  be  of  use. 

In  the  treatment  of  the  diphtheritic  throat  affection  I 
have  seen  blisters  applied,  and  it  has  seemed  to  me  that 
their  effects  were  injurious. 

The  vomiting  is  best  allayed  by  iced  stimulants  internally, 
and  mustard  poultices  to  the  epigastrium.  Vomiting  often 
continues  notwithstanding  all  our  remedies,  and  by  exhaust- 
ing the  patient  hastens  the  fatal  termination.  Restlessness 
and  delirium  are  to  be  treated  by  opiates.  The  doses  of  these 
remedies  must  of  course  vary  with  the  ages  of  the  patients. 

To  conclude,  the  great  facts  I  desire  to  impress  on  your 
minds  are — 

1st.  That  diphtheria  is  a  general  disease,  having  exu- 
dative inflammation  of  the  pharyngeal  mucous  membrane 
for  its  anatomical  character. 

2nd.  That  it  attacks  persons  of  all  ages,  from  early 
infancy  to  old  age ;  but  is  most  common  aad  most  fatal  in 
childhood. 

3rd.  That  it  is  contagious,  but  requires  for  its  propagation 
either  complete  exposure  to  the  contagious  principle,  or  pre- 
disposition on  the  part  of  those  receiving  it,  and  that  the 
latter  is  probably  by  far  the  more  important  of  the  two  con- 
ditions of  development.1 

1  There  is  not  the  shadow  of  ground  for  the  belief  that  the  disease  can  be 
carried  by  the  clothes,  etc.,  from  one  house  to  another. 
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4th.  That  the  general  disease  varies  in  its  character  from 
sthenic  febrile  to  typhoid  febrile,  but  always  has  a  tendency 
to  assume  an  asthenic  type. 

5th.  That  the  local  nasal,  pharyngeal,  and  laryngeal 
disease  is  inflammatory  in  nature,  the  inflammation  varying 
in  character  from  sthenic  to  asthenic,  but  always  showing  a 
tendency  to  become  asthenic. 

6th.  That,  as  we  have  as  yet  discovered  no  specific  remedy 
for  the  general  disease,  we  must  treat  it  in  accordance  with 
general  principles,  bearing  in  mind  its  tendency  to  assume 
an  asthenic  character. 

7th.  That  all  we  are  to  expect  from  the  topical  employ- 
ment of  active  agents,  such  as  nitrate  of  silver,  is  the  arrest  of 
the  exudative  process  before  it  has  extended  to  the  larynx, 
and  the  prevention  of  the  absorption  of  foetid  matters.1 

8th.  That  in  opening  the  windpipe,  the  sole  object  we 
have  in  view  is  the  prevention  of  death  by  suffocation ;  that 
by  so  averting  death,  time  is  gained  for  the  general  disease — 
the  diphtheria — to  run  its  course. 

9th.  That  the  rnuco-purulent  fluid  in  the  smaller  bron- 
chial tubes,  which  by  its  presence  in  them  necessitates  pul- 
monary collapse,  is  partly  drawn  into  them  from  above  and 
partly  secreted  in  them ;  the  secretion  being  due  chiefly  to 
the  irritation  of  their  mucous  membrane  by  the  morbid 
matter  drawn  into  them  from  the  trachea,  etc. 

10th.    That    death    so    often    follows    tracheotomy    for 

1  Trousseau  thinks  that  the  general  disease  is  curable,  or  at  least  that  it 
is  capable  of  being  arrested  by  remedies  applied  to  the  throat. 

'There  is,  however,'  he  says,  'an  essential  difference  between  diphtheria 
and  the  diseases  I  have  just  named  (i.e.  small-pox,  measles,  syphilis),  viz., 
that  greater  account  is  to  be  taken  of  the  local  affection  in  diphtheria  than  in 
those  diseases.  If  in  small-pox,  for  example,  we  do  not  occupy  ourselves 
with  the  pustules,  if  we  occupy  ourselves  with  them,  at  least,  only  for  dia- 
gnosis and  prognosis,  if  we  do  not  occupy  ourselves  with  them  in  regard  to 
treatment,  it  is  not  so  in  diphtheria.  We  may  compare,  indeed,  what  hap- 
pens here  with  what  happens  in  malignant  pustule,  where,  in  attacking 
directly  the  local  affection,  we  check  (enrayons)  the  progress  of  the  general 
disease  of  which  that  affection  was  a  first  manifestation.  So  in  diphtheria, 
by  interposing  energetically  to  combat  the  first  manifestation,  we  may  sometimes 
arrest  the  progress,  prevent  (he  ulterior  manifestation.' — Clinique  Medicale, 
1861,  p.  363. 

The  doctrine  taught  in  the  text,  founded  on  my  own  experience,  is  quite 
opposed  to  these  views. 
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diphtheritic  inflammation  of  the  larynx  and  trachea,  because 
of  the  mechanical  facility  which  exists  for  inspiring  the  morbid 
secretions  of  the  larynx,  trachea,  and  larger  bronchial  tubes 
into  the  smaller  bronchial  tubes  and  air-cells,  and  of  the 
mechanical  difficulty  of  expectorating  matters  from  the 
smaller  bronchi  when  there  is  an  opening  in  the  windpipe,  or 
when  the  chest  walls  are  very  flexible. 

11.  That  death  from  the  laryngeal  complication  occurs, 
with  very  rare  exceptions,  during  the  first  week  of  disease ; 
that  death  from  asthenia  more  commonly  occurs  during  the 
second  week  of  disease,  and  that  the  youth  of  the  patient  is 
a  predisposing  cause  of  the  laryngeal  affection. 

12.  That  in  exceptional  cases  (as  in  the  lad  M.)  diphtheria 
proves  fatal  in  a  few  hours  from  the  severity  of  the  general 
disease,  just  as  happens  now  and  then  in  scarlet  fever. 

13.  That  disordered  innervation  is  an  occasional  conse- 
quence of  diphtheria ;  that  the  parts  of  which  the  innervation 
is  most  commonly  disordered  are  some  of  those  to  which  the 
par  vagum  is  distributed,  viz.,  the  pharynx,  the  stomach,  and 
the  heart;  that  the  disorder  may  affect  all  or  some  of  the 
motor  and  sensitive  nerves,  or  the  motor  or  the  sensitive 
nerves  of  the  trunk  or  of  the  extremities,  as  well  as  the 
nerves  of  special  sense. 

14.  That  these  disorders  of  the  nervous  system  are  to  be 
treated  on  general  principles,  and  that  as  anaemia  (sometimes 
even  a  high  degree  of  it)  is  a  common  concomitant,  restora- 
tives, including  steel,  are  indicated.1 

15.  That  an  extreme  fall  in  the  frequency  of  the  heart's 
beats  during  the  disease,  or  as  a  result  of  one  of  the  nervous 
derangements   succeeding  it,  is  a  fatal  sign ;  and  that  de- 
cidedly   diminished    power    in   the    inspiratory   muscles  is 
probably  of  equal  significance. 

16.  That  delirium,  frequent  and  uncontrollable  vomiting, 
considerable  haemorrhage  from  the  nose  or  other  parts,  a  very 
rapid  and  feeble  pulse,  and  albumen  in  the  urine,  are  most 
unfavourable  symptoms. 

1  I  have  not  had  an  opportunity  of  examining,  after  death,  a  case  in  which 
disordered  innervation  was  a  prominent  symptom ;  but,  judging  from  the 
character  of  the  symptoms,  I  should  not  expect  to  find  any  appreciable 
change  in  the  structure  of  the  brain,  spinal  cord,  or  nerves.  In  the  few  cases 
that  have  been  examined  by  others,  no  change  has  been  detected. 


ON    CROUP    AND    THE   DISEASES    THAT 
KESEMBLE  IT :  A  CLINICAL  LECTURE, 

1875. 


CROUP,  AND  THE  DISEASES  THAT 
RESEMBLE  IT. 

GENTLEMEN, — There  are  no  cases  more  trying  to  the  young 
practitioner  than  those  the  chief  symptoms  of  which  are  due 
to  impediment  to  the  passage  of  air  through  the  larynx. 
There  is  no  time  to  think  over  such  a  case ;  the  patient  needs 
to  be  relieved  at  once.  The  friends  are  alarmed,  and  properly 
so ;  for  death  is,  in  every  such  case,  imminent.  The  degree 
of  danger,  the  probability  of  a  fatal  termination,  varies,  how- 
ever, with  the  nature  of  the  cause  of  the  impediment. 

The  acute  diseases  which  I  have  seen  thus  impeding  the 
passage  of  air  through  the  larynx  I  may  enumerate  as  fol- 
lows : — (Edema  of  the  arytseno-epiglottidean  folds ;  rapidly 
developed  inflammation,  terminating  in  suppuration,  of  a 
cyst  in  the  immediate  vicinity,  or  in  the  substance,  of  one 
arytseno-epiglottidean  fold ;  suppurative  inflammation  of  the 
cellular  tissue  external  to  the  larynx,  compressing  the  larynx ; 
catarrhal  inflammation  of  the  larynx ;  membranous  inflam- 
mation of  the  larynx  ;  paralysis  of  the  larynx  ;  spasm  of  the 
larynx. 

You  will  at  once  see  that  the  relief  possible  to  be  afforded 
in  these  cases  varies  considerably,  and  that  the  mode  of  giving 
the  relief  must  also  vary.  To  confound,  as  I  have  seen  con- 
founded, a  collection  of  matter  external  to  the  larynx  with 
membranous  inflammation  of  the  larynx  itself,  is  to  cause,  if 
I  may  say  so,  the  death  of  the  patient ;  for  the  means  which 
it  would  be  proper  to  use  in  membranous  inflammation  of 
the  larynx  would,  I  need  not  say,  be  impotent  as  a  remedy 
for  the  difficulty  of  breathing  due  to  a  deep-seated  collection 
of  matter  in  the  cellular  tissue.  Hence  I  am  about  to-day 
to  describe  the  means  of  distinguishing  from  each  other  these 
various  forms  of  difficulty  of  breathing,  and  at  the  same  time 

1  Published  in  The  Lancet,  January  2,  1875. 
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to  point  out  to  you  the  mode  of  affording  relief  to  the  patient 
in  the  several  special  affections. 

I  think  we  shall  best  clear  the  way,  so  to  speak,  by 
considering  first  the  two  diseases  which,  in  the  above 
enumeration,  I  have  placed  last — spasm  and  paralysis  of  the 
larynx. 

'  Laryngismus  stridulus/  '  spasmodic '  or  '  false  croup,'  is 
limited  to  infants,  especially  affecting  children  during  the 
period  of  dentition.  It  is  supposed  by  many  to  be  a  reflex 
action,  the  source  of  irritation  being  the  teeth.  This  idea  is 
favoured  by  the  fact  that  the  majority  of  children  who  suffer 
from  laryngismus  stridulus  have,  for  their  age,  too  few  teeth. 
We  shall  see  presently,  however,  that  it  is  doubtful  whether 
the  relation  between  the  two  conditions  is  one  of  direct 
causation. 

The  symptoms  of  laryngismus  stridulus  are  so  marked 
that,  once  aware  of  the  existence  of  such  a  disease,  you  can 
hardly  confound  it  with  any  other.  He  who  had  never  seen 
a  case  before  would  know  it  at  once  if  he  were  acquainted 
with  its  symptoms.  It  needs  no  experience  to  make  the 
diagnosis. 

You  will  see  a  great  many  children  who,  from  the  descrip- 
tion of  their  attacks  by  their  nurses,  you  know  to  be  the 
subjects  of  laryngismus  stridulus,  before  you  see  the  child  in 
the  attack  itself,  and  for  the  reason  that  the  attack  rarely 
lasts  more  than  a  few  seconds.  It  is  often  brought  on  by 
trifling  causes,  and  the  nurse  may  be  able  to  tell  you  what 
will  bring  it  on.  So,  if  disposed  to  witness  the  symptoms  of 
laryngismus  stridulus,  you  may  be  tempted  to  induce  an 
attack.  But  remember  that  a  child  not  very  unfrequently 
dies  in  an  attack ;  and  I  myself,  twice,  in  my  comparatively 
inexperienced  days,  nearly  killed  a  child  by  bringing  on  an 
attack — once  that  I  might  myself  witness  the  attack,  and 
once,  years  after,  that  I  might  show  it  to  my  class. 

I  will  describe  to  you,  briefly,  the  characters  of  a  severe 
attack  of  laryngismus  stridulus.  The  child  is  seized  suddenly 
with  an  inability  to  inspire.  It  seems  as  if  about  to  die  from 
inability  to  get  the  breath  through  the  larynx.  At  this  time 
there  is  no  noisy  breathing,  no  '  croupy '  sound.  The  larynx 
seems  absolutely  closed.  The  face  and  lips  are  slightly  livid, 
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but  pale,  often  very  pale.  There  is  no  movement  of  respira- 
tion, and  the  child,  as  in  one  of  the  cases  to  which  I  have 
just  referred,  that  in  which  I  was  displaying  the  case  to  my 
class,  may  seem  dead.  I  thought  it  was  dead ;  the  mother 
thought  it  was  dead,  and  flew  from  the  room,  leaving  the 
child  in  my  arm's.  The  students  around  thought,  of  course, 
with  the  mother  and  myself.  Then  comes  a  crowing  inspira- 
tion. The  larynx  is  evidently  partly  open,  and  entering  air 
produces  a  crowing  sound.  The  child  gets  its  breath,  its 
colour  returns,  and  in  a  few  minutes  it  is  as  well  as  it  was 
before.  In  the  case  to  which  I  have  alluded,  when  the 
mother  returned  in  a  few  minutes  with  her  husband  to  take 
the  child  away,  it  was  sitting  up  and  laughing  at  one  of  the 
students.  When  this  occurred  I  had  never  seen  a  fatal  case, 
and  did  not  know  the  dangerous  nature  of  the  trial,  for, 
instead  of  getting  its  breath,  the  child  may  die — may  die  in 
an  instant.  The  rapidity  with  which  death  occurs  is  remark- 
able. Not  long  since  I  saw  a  child  who  had  had  many 
attacks,  but  was  supposed  to  be  having  them  much  less 
severely.  I  saw  the  child  in  its  room,  well,  as  I  was  assured, 
and  as  it  seemed,  so  far  as  its  breathing  was  concerned.  It 
had  had  fewer  and  less  severe  attacks  than  it  had  been  in  the 
habit  of  having.  But  I  had  not  reached  the  door  when  the 
child  was  dead. 

The  attacks  are  not  at  first  so  severe  as  that  which  I  have 
described  to  you.  Usually  the  mother  or  the  nurse  notices  a 
little  crowing  inspiration,  perhaps  on  first  waking,  perhaps 
only  when  the  child  is  danced,  when  something  startles  it. 
In  the  intervals  the  child  is,  as  regards  its  breathing,  and 
maybe  in  the  opinion  of  the  friends,  in  tolerable  health.  It 
is  said  perhaps  to  be  quite  well  in  the  intervals  of  the  attacks. 
We  shall  see  presently  that  it  is  not  well. 

When  the  attacks  are  severe  the  friends  will  often  bring 
the  child  to  you,  saying  that  it  has  '  fits.'  So  beware,  when 
you  hear  that  a  child  has  had  many  fits,  that  you  inquire  a 
little  into  the  case  before  you  conclude  that  such  fits  are 
ordinary  convulsions.  The  crowing  inspiration,  so  peculiar 
and  characteristic,  will  always  enable  you  to  separate  this 
laryngeal  affection  from  convulsions  commonly  so  called.  At 
the  same  time,  remember  that  it  is  not  uncommon  to  have 
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contractions  of  the  thumbs  and  great  toes,  and  not  very  rare 
to  have  contractions  of  all  the  fingers,  of  the  wrists  and  the 
ankles,  so  that  the  hand  may  be  flexed  and  rigid,  and  the 
soles  of  the  feet  turned  inwards,  and  the  feet  extended, 
between  the  attacks,  and  sometimes  the  child  has  attacks  of 
general  convulsions. 

This  affection  of  the  larynx,  this  spasm  which  closes  the 
larynx,  and  so  interferes  with  the  entrance  of  air  into  the 
chest,  never  lasts  long  enough  to  produce  extreme  lividity. 
The  appearance  of  a  child  is  rather  that  of  faulting,  with 
slight  blueness  as  well  as  pallor.  The  child  either  dies,  or, 
the  spasm  relaxing,  air  enters,  and  it  recovers.  There  is  no 
period  of  imperfect  aeration  of  blood,  i.e.  of  lividity,  but 
sudden  and  absolute  closure  of  the  passage  through  the 
larynx. 

This  spasm  of  the  larynx  is  said  to  be  due,  in  some  cases, 
to  cerebral  congestion.  Formerly  it  was  supposed  that  the 
great  bulk  of  such  cases  depended  on  this,  and  I  remember 
that  when  I  was  a  young  practitioner  the  first  question  one 
asked  oneself  concerning  such  a  case  was,  Is  it  dependent  on 
cerebral  congestion  ?  As  the  great  bulk  of  the  cases  were 
held  to  be  due  to  that  cause,  leeching  was  common,  and  I, 
unfortunately,  was  the  unhappy  cause  of  the  death  of  a  child 
by  leeching.  The  leech  divided  imperfectly  a  twig  of  the 
temporal  artery,  and  the  loss  of  blood  killed  the  child. 

Now,  I  may  say  that  for  the  last  twenty-five  years  I  have 
not  seen  a  single  case  of  laryngismus  stridulus  depending  on 
cerebral  congestion,  and  therefore  I  have  strong  misgivings 
whether  I  ever  did  see  one.  There  is  no  doubt  that  laryn- 
gismus stridulus  is  occasionally  conjoined  with  hydrocephalus, 
but  whether  in  such  cases  the  laryngismus  is  due  to  the 
hydrocephalus  is  in  my  mind  a  matter  of  very  grave  doubt. 
I  am  inclined,  and  very  decidedly  inclined,  to  the  opinion  that 
the  two  are  due  to  a  common  cause,  to  the  constitutional 
state  to  which  I  am  about  to  refer,  as  that  which  is  all  but 
invariably  present  in  laryngismus  stridulus — namely  rickets. 
Laryngismus  stridulus  is  exceedingly  common  in  rickety 
children,  and,  where  the  larynx  is  in  other  particulars  healthy, 
is  almost  limited  to  rickety  children.  Now  you  will  under- 
stand why  it  is  that  these  children,  the  subjects  of  laryngismus 
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stridulus,  are  so  often  supposed  to  be  the  subjects  of  difficult 
dentition ;  for  you  know,  I  trust,  that  rickety  children  are 
very  late  in  cutting  their  teeth,  and  that  the  retarded  den- 
tition is  not  the  result  in  these  cases  of  any  difficulty  in  the 
passage  of  the  tooth  through  the  gum,  but  is  due  to  a  want 
of  developmental  power.  So,  in  these  cases,  the  large  head 
so  often  present  is  due,  remember,  to  that  peculiar  condition 
of  the  white  matter  of  the  brain,  especially  of  the  anterior 
lobes,  which  is  common  in  rickets.  And,  again,  the  wide 
fontanelle  is  the  result,  not  of  the  accumulation  of  fluid 
within  the  cranial  cavity,  not  to  excess  of  blood  there,  but  to 
defective  bone  growth,  and  is  part  of  the  local  manifestation 
of  the  rickety  cachexia. 

All  this  will  lead  you,  I  think,  to  the  conclusion  that 
laryngismus  stridulus  occurs  in  those  of  weakly  constitution, 
as  it  is  termed.  You  know  how  sensitive  the  nervous  system 
of  the  child  is,  how  easily  convulsive  affections  are  induced 
in  children.  Even  in  the  healthy  child  the  nervous  system 
is,  as  some  one  has  expressed  it,  '  always  at  full-cock,  ready 
to  go  off  like  a  hair-trigger.'  You  know,  moreover,  that 
whatever  weakens  any  one  renders  their  nervous  system  more 
irritable,  more  sensitive,  and  such  a  person  is  liable  to  be 
thrown  into  a  convulsion  by  trifling  causes.  I  mean  by 
"  trifling  causes '  that  the  exciting  cause  need  be  but  trifling. 
In  all  intermitting  convulsive  affections — epilepsy,  hysteria, 
for  example — we  have  the  two  conditions  to  consider :  the 
general  state  of  the  nervous  system  and  the  excitant  of  the 
attack.  Here,  in  laryngismus  stridulus,  the  excitant  may  be 
the  stomach,  bowels,  teeth — in  fact,  at  any  part  of  the 
system.  In  treating  such  a  case  we  look  for  the  excitant ; 
but  this  is  often  out  of  our  immediate  reach — sometimes, 
often,  not  to  be  found.  We  have  seen  how  trifling  it  may 
be — a  draught  of  cold  air,  a  start,  may  suffice.  When  we 
know  it  we  cannot  in  the  majority  of  instances  guard  the 
patient  from  the  direct  excitant ;  but  we  may  in  almost  all 
instances  render  the  child's  system  so  strong — remove,  that 
is,  the  extreme  excitability  of  the  nervous  system — as  to 
render  the  child  insusceptible  to  the  attacks. 

In  treating  laryngismus  stridulus,  therefore,  you  must 
endeavour  so  to  strengthen  the  child  that  its  nervous  system 
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may  be  less  sensitive.  We  do  this  first  by  attention  to  the 
child's  diet.  In  a  large  number  of  cases  the  child  is  being 
underfed,  or  fed  with  food  unsuited  to  its  years — rather,  per- 
haps, one  should  say,  unsuited  to  its  stage  of  development. 
As  I  have  told  you,  these  rickety  children  are  developed 
below  their  years. 

We  endeavour  to  strengthen  the  child's  constitution,  also, 
by  careful  general  management.  Many  of  these  children 
are  kept  in  the  house.  They  are  said  to  be  subject  to  attacks 
of  croup,  and  they  are  kept  in-doors  that  they  may  not  catch 
cold.  You  must  insist  upon  their  getting  fresh  air.  You 
must  attend  likewise  to  the  various  other  points  proper  for 
the  treatment  of  rickets  and  the  constitutional  cachexia  from 
which  the  child  is  suffering,  by  the  administration  of  iron, 
cod-liver  oil,  and  generally  of  that  class  of  remedies.  Cod- 
liver  oil  is,  as  you  know,  considered  by  some  to  be  a  specific 
in  the  treatment  of  rickets.  Attention  must  be  given  espe- 
cially to  the  state  of  the  bowels.  But  remember  that  you 
will  do  harm  by  attempting  to  correct  disordered  secretion 
by  courses  of  alterative  treatment.  The  mildest  aperients 
occasionally  are  all  that  is  required — a  little  rhubarb  or 
rhubarb-and-soda.  I  cannot  tell  you  the  horror  with  which 
I  regard  the  excessive  use  of  grey  powder  in  these  cases. 

Lastly,  the  bromides  of  potassium  and  ammonium  have  a 
special  effect  in  rendering  the  nervous  system  less  sensitive 
to  reflex  irritation,  and  are  of  great  service  in  preventing  the 
attacks  of  laryngismus  stridulus  till  such  time  as  the  con- 
stitution is  strengthened  by  other  means.  Bromide,  accord- 
ing to  my  experience,  should  be  given  in  rather  large  doses 
at  infrequent  intervals.  FuU  doses  night  and  morning  are, 
I  think,  better  than  small  doses  frequently  repeated  during 
the  day. 

I  have  referred  to  paralysis  of  the  larynx.  There  are 
persons  who  maintain  that  laryngismus  stridulus  itself  is  a 
paralysis  of  the  larynx ;  but  the  disease  to  which  I  refer  is 
certainly  a  very  different  affection  from  laryngismus  stridulus. 
There  is  constant  noisy  inspiration — crowing,  but  rather 
hoarser  than  the  crow  of  laryngismus  stridulus.  There  is 
little  evidence  of  impediment  to  the  entrance  of  air — I  mean, 
as  manifested  by  the  recession  of  the  soft  parts.  Although  it 
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may  begin  pretty  acutely,  the  disease  is  a  chronic  one,  and 
is  quickly  separated  from  any  of  the  other  diseases  of  the 
class  to  which  I  am  now  directing  your  attention.  So  far  as  my 
experience  goes,  it  is  a  rare  affection.  I  have  seen  a  few  cases. 
The  best  marked  terminated  in  extensive  cerebral  softening, 
and  was,  I  think,  connected  with  the  syphilitic  cachexia. 

Laryngismus  stridulus,  this  pure  spasm  of  the  larynx 
(if  the  child  dies  no  trace  of  laryngeal  affection  remains), 
is  almost  limited  to  the  rickety,  and  is  quite  limited  to  the 
young  child,  the  infant.  But  it  is  not  uncommon,  nay,  I 
should  say  it  is  very  common,  to  have  a  certain  amount  of 
spasm,  often  a  considerable  amount,  superadded  to  a 
catarrhal  affection  of  the  larynx  in  children  of  a  more  ad- 
vanced age,  during  the  first  dentition,  and  occasionally  in 
older  children  of  from  five  to  eight,  nine  or  ten,  years  of  age. 
This  disease  is  not  unfrequently  confounded  with  true  croup, 
and  the  diagnosis  is  often  very  difficult  in  a  first  attack,  for 
some  time  at  least ;  nay,  I  think  I  may  say  that  it  is  almost 
impossible  to  be  sure  at  the  outset  of  the  affection  that  you 
have  not  to  deal  with  a  case  of  true  croup.  I  say  '  in  a  first 
attack,'  for  children  who  have  had  one  such  attack  are  very 
liable  to  a  recurrence  of  the  disease,  and  these  are  the 
children  who  are  said  to  have  had  '  several  attacks  of  croup.' 
I  say  'these  are  the  children  who  are  said  to  have  had 
several  attacks  of  croup,'  because  no  child  ever  has  several 
attacks  of  true  croup,  and  certainly  would  not  have  recovered 
from  several  attacks, — true  croup  being,  as  we  shall  see,  one 
of  the  most  fatal  diseases  of  childhood. 

This  disease,  catarrhal  laryngitis,  accompanied  with 
spasm,  begins  with  a  little  febrile  disturbance  and  a  little 
hoarseness,  perhaps  a  little  cough.  The  child  is  supposed  to 
have  caught  cold.  It  goes  to  bed,  and,  in  an  hour  or  two, 
wakes  up  with  considerable  difficulty  of  breathing.  The 
breathing  is  not  only  difficult  but  noisy,  and  the  child,  if  it 
be  of  any  age,  is  commonly  alarmed.  You  find  it  more  or 
less  feverish,  usually  sitting  up  in  bed,  and  with  the  tracheal 
breathing.  •  On  listening  to  the  chest  it  is  not  uncommon  to 
hear  a  little  sonorous  rhonchus.  It  is  at  this  stage  of  the 
affection  that  the  diagnosis  is  difficult — as  I  say,  in  many 
cases  impossible.  But  bear  this  in  mind,  that  experience 
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shows  that  the  great  bulk  at  least  of  cases  of  so-called  croup 
are  really  cases  of  diphtheria,  and  that  diphtheria  commenc- 
ing in  the  larynx — i.e.  the  exudation  commencing  in  the 
larynx — is  exceedingly  rare.  Usually,  as  we  shall  see 
presently,  it  commences  in  the  pharynx  and  spreads  down- 
wards to  the  larynx;  and  although  the  pharyngeal  symp- 
toms may  have  been  most  trifling,  you  will  usually  find,  on 
examining  the  pharynx,  unequivocal  evidences  of  the 
diphtheritic  nature  of  the  disease.  So,  if  you  were  called  to 
such  a  case  as  I  have  just  described  to  you,  you  would  at 
once  examine  the  pharynx. 

These  cases  of  catarrhal  laryngitis  with  spasm  are  the 
attacks  that  are  so  quickly  cured  by  an  emetic.  An  emetic 
acts  in  such  a  case,  it  seems  to  me,  in  three  ways.  In  the 
first  place,  it  empties  the  stomach  completely,  and  in  doing 
so  it  removes  one  source,  a  common  source  in  the  child,  of 
reflex  action ;  secondly,  by  the  nausea  and  slight  faintness  it 
produces,  it  relaxes  the  spasm ;  and,  thirdly,  it  promotes  free 
secretion  from  the  laryngeal  and  bronchial  mucous  mem- 
brane, arid  so  relieves  the  catarrhal  affection.  The  best 
emetic  is  ipecacuanha.  Usually  the  action  of  the  emetic 
is  sufficient  to  make  the  diagnosis  clear.  The  patient  is  at 
once  relieved,  falls  asleep,  breathes  quietly,  showing  how 
large  a  share  spasm  played  in  the  affection.  In  the  morning 
the  child  awakes  free  from  febrile  disturbance,  and  only  a 
little  hoarseness  remains  to  tell  the  nature  of  the  case.  Per- 
sons who  have  a  child  subject  to  this  affection  have  com- 
monly learned  the  value  of  emetics,  and  I  have  known  those 
who  in  travelling  always  took  with  them  an  emetic  lest  the 
child  should  have  an  attack  of  'croup.'  After  the  emetic 
has  acted  it  is  well  to  clear  out  the  bowels  by  a  brisk  purga- 
tive, as,  for  example,  a  dose  of  calomel  and  jalap.  Without 
treatment  the  disease  will  subside,  but  then  it  will  last  much 
longer.  I  have  seen  a  case,  left  to  itself,  go  on,  with  spasm 
varying  in  degree,  for  two  or  three  days. 

The  affection,  then,  consists  in  a  catarrhal  inflammation 
of  the  larynx,  with  spasm  superadded.  It  is  a  local  affection, 
and  when  frequently  repeated  occasionally  leaves  behind  it  a 
disagreeable  hoarseness.  The  child's  voice  is  a  little  changed. 
It  is  probable,  certain  in  some  cases,  that  a  little  thickening 
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of  the  mucous  membrane  remains  from  the  repeated  attacks 
of  catarrhal  inflammation. 

Children  subject  to  this  affection  do  require  considerable 
care.  They  are  susceptible  to  cold,  and  especially  to  damp 
cold.  A  single  exposure  is  often  sufficient  to  induce  an 
attack.  So  you  must  urge  upon  the  friends  the  greatest  care 
to  avoid  the  exciting  cause.  The  strongest  children  may 
suffer  from  it.  It  is  in  no  way  connected  with  the  rickety  or 
other  cachexia. 

Membranous  inflammation  of  the  larynx — inflammation, 
that  is,  attended  by  the  presence  of  lymph  on  the  surface  of 
the  mucous  membrane  of  the  larynx — is  croup.  This  is  a 
peculiar  form  of  inflammation,  as  the  presence  of  the  lymph 
proves.  If  we  produce  inflammation  of  a  mucous  membrane 
by  a  direct  irritant,  we  have,  as  the  result,  the  formation  of 
excess  of  mucus,  or  of  pus,  or  of  both  conjoined ;  we  do  not 
have  lymph  exuded.  If  we  irritate  directly  a  serous  mem- 
brane, we  may  have  excess  of  serum,  or  we  may  have  pus  or 
lymph  produced.  There  must  therefore  be  some  peculiarity 
in  the  special  inflammation  of  a  mucous  membrane  which 
leads  to  the  formation  on  it  of  a  substance  not  formed  when 
the  inflammation  is  excited  simply  by  a  mechanical  irritant. 
The  inflammation  is  a  so-called  specific  inflammation. 

It  was  once  supposed  that  membranous  inflammation  of 
the  larynx  was  peculiar  to  children.  It  is  now  known  that 
it  is  not  so.  It  occurs,  not  so  very  unfrequently,  in  persons 
of  advanced  life.  Diphtheria  is  an  acute  specific  disease 
attended  by  inflammation  of  the  pharynx,  having  as  its  result 
exudation  of  lymph.  It  is  a  specific  inflammation  arising 
from  a  specific  cause.  The  specific  inflammation  in  diphtheria 
has  a  tendency  to  spread,  to  spread  over  the  pharynx  in  al 
directions,  to  pass  upwards  to  the  nares,  downwards  to  the 
larynx,  and,  in  rare  cases,  to  the  oesophagus  and  stomach. 
From  the  pharynx  it  may  spread  down  the  trachea  and  into 
the  bronchi.  So  that  in  diphtheria  we  get,  not  unfrequently, 
membranous  inflammation  of  the  larynx.  But  membranous 
inflammation  of  the  larynx,  I  have  told  you,  is  croup.  Is 
there  then  a  membranous  inflammation  of  the  larynx 
distinct  from  the  acute  specific  disease  diphtheria?  Are 
there  a  true  croup  and  a  diphtheritic  croup  ?  Certainly,  if 
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you  were  to  place  in  the  hands  of  the  best  pathologist  the 
larynx  of  a  child  who  had  died  from  membranous  inflamma- 
tion of  the  larynx,  the  so-called  idiopathic  croup,  and  that  of 
one  who  had  died  from  a  true  diphtheric  inflammation  of  the 
larynx,  he  would  be  unable  to  distinguish  the  one  from  the 
other.  There  is  no  anatomical  character  by  which  he  could 
say, '  This  is  true  croup  ;  this  is  diphtheritic  inflammation  of 
the  larynx.'  If,  however,  the  pharynx  was  also  found  to  be 
the  seat  of  exudation  of  lymph  he  would  say, '  This  is  un- 
doubtedly diphtheritic  inflammation  of  the  larynx.'  But  it 
is  beyond  question  that  true  diphtheritic  inflammation  may 
be  limited  to  the  larynx;  that,  hi  exceptional  cases,  the 
pharynx  escapes  the  exudation.  Seeing,  then,  that  there  are 
no  anatomical  characters  to  distinguish  the  one  disease  from 
the  other,  are  there  any  clinical  characters  by  which  the  two 
affections  may  be  separated  ?  It  has  been  supposed  that  the 
presence  of  albumen  in  the  urine  would  be  sufficient,  and  I 
formerly  laid  much  weight  on  this  distinction.  But  later 
years  have  satisfied  me  that  in  cases  which  present  all  the 
characters  of  true  croup,  which  are  sporadic,  spread  to  no 
other  person  in  the  house,  come  on  apparently  from  exposure 
to  cold  and  damp, — that  in  such  cases  albumen  may  be 
present  in  the  urine.  It  has  again  been  urged  that  true 
croup  has  no  tendency  to  spread ;  but  this  manifestly  should 
no  more  separate  a  single  case  from  the  diphtheritic  croup 
than  should  a  single  case  of  scarlet  fever,  because  it  did  not 
spread,  be  separated  from  other  cases  of  scarlet  fever.  The 
cause,  again — the  fact  that  some  cases  of  croup  come  on  after 
distinct  exposure  to  cold  and  wet — cannot  be  sufficient  to 
separate  croup  from  diphtheritic  croup,  for  it  is  beyond 
question  that  a  considerable  number  of  cases  of  diphtheria 
do,  to  all  appearance  at  least,  date  their  origin  from  exposure 
to  cold  and  wet.  I  have  seen  several  solitary  cases  of  true 
diphtheria  thus  originating ;  not  spreading,  or  spreading,  to 
other  persons  in  the  house,  as  the  case  may  be.  So  my 
opinion  has  undergone  some  modification,  and  I  am  inclined 
now  to  the  belief  that  there  is  no  such  disease  as  idiopathic, 
simple,  membranous  inflammation  of  the  larynx.  I  say,  I  am 
inclined  to  this  belief.  I  am  not  sure  that  it  is  true ;  but  as 
I  formerly  thought  that  the  weight  of  evidence  was  in  favour 
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of  their  non-identity,  I  am  now  inclined,  from  my  further 
experience,  to  think  that  the  two  diseases  are  really  identical, 
that  the  so-called  croup  is  really  diphtheria. 

Membranous  inflammation  of  the  larynx  is  one  of  the 
gravest  diseases ;  it  kills  rapidly.  If  the  termination  be  fatal 
it  usually  is  so  within  a  few  days  from  the  outset;  rarely 
does  the  disease  last  a  week,  supposing  that  the  windpipe 
has  not  been  opened.  The  disease  is  usually  preceded  by 
uneasiness  in  the  pharynx,  sometimes  by  well-marked 
evidences  of  diphtheria;  often,  however,  the  pharyngeal 
symptoms  are  trifling,  and  the  gravity  of  the  illness  is  only 
appreciated  when  the  child  wakes  in  the  night  with  croupy 
breathing — that  is,  with  rough,  hoarse,  loud,  lengthened 
inspiration.  The  difficulty  of  inspiration  is  due  to  two  causes. 
At  first  it  is  due  to  the  swollen  condition  of  the  mucous 
membrane,  and  also  largely  to,  the  superadded  spasm.  Sub- 
sequently it  is  due  to  the  false  membrane  narrowing  the 
passage,  and  also  largely  to  the  superadded  spasm.  The 
paroxysms  of  difficulty  of  inspiration  from  which  the  patient 
suffers  are  due  to  the  spasm.  The  disease  is  attended  by  a 
certain  amount  of  febrile  disturbance,  and  there  is  a  little 
uneasiness  in  the  larynx,  perhaps  some  pain  and  tenderness. 
The  lymphatic  glands  adjacent  to  the  larynx  are  commonly 
enlarged  and  tender.  (They  require  to  be  felt  for.)  There  is 
hoarse,  rough  cough,  with  expectoration  of  at  first  a  little 
glairy  mucus,  and  subsequently  pieces  of  false  membrane, 
— that  is,  of  tough  lymph. 

The  seat  and  character  of  the  disease  are  manifested  by 
the  severity  of  the  symptoms  and  their  continuousness.  That 
it  is  diphtheritic  in  origin  is  proved  if  one  can  find  any  trace 
of  false  membrane  in  the  pharynx.  Sometimes  the  pharyn- 
geal membrane  is  greatly  swollen,  red,  puffy-looking,  and  a 
tough  mucus  is  spread  pretty  evenly  over  the  surface.  In 
other  cases,  whilst  the  pharynx  exhibits  no  unequivocal  false 
membrane,  there  is  a  discharge  from  the  nose  of  serous  acrid 
fluid,  and  on  inspecting  the  nares  you  may  see  false  mem- 
brane on  the  inflamed  surface.  But,  believing  as  I  do  now 
that  all  croup  is  but  a  local  manifestation  of  the  general 
disease  diphtheria,  it  would  matter  but  little,  as  regards  the 
diagnosis,  whether  the  pharynx  were  the  seat  of  membranous 
inflammation  or  not. 
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The  child  usually  gets  a  little  sleep  towards  the  first 
morning,  and  seems  rather  better  during  the  day,  i.e.  its 
breathing  is  less  distressing.  Its  voice,  however,  never  ceases 
to  be  hoarse,  the  cough  never  loses  its  clang,  the  impediment  to 
the  entrance  of  air  never  disappears.  The  recession  of  the  soft 
parts  of  the  chest  walls  never  ceases  to  occur  at  each  inspira- 
tion. It  is  only  a  question  of  more  or  less.  As  night  comes 
on  the  patient  is  usually  again  worse,  and  although  there 
may  be  again  a  little  remission  the  following  morning,  there 
is,  on  the  whole,  a  steady  advance.  When  death  occurs,  it 
does  so  from  one  of  several  causes.  It  may  be  that  the 
patient  dies  in  a  paroxysm  of  difficulty  of  the  entrance  of  the 
air.  There  has  been  a  certain  amount  of  lividity,  considerable 
recession  of  soft  parts,  and  then,  either  during  a  paroxysm  or 
in  the  interval  between  the  paroxysms,  death  occurs  in  an 
instant.  In  some  of  these  cases  the  final  occlusion  of  the 
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larynx  is  the  result  of  spasm.  In  other  cases,  a  portion  of 
false  membrane  partially  detached  blocks  the  way,  and  the 
patient  may  also  die  in  an  instant.  The  portion  of  false 
membrane  does  not  permit,  or  only  partially  prevents,  the 
escape  of  the  air,  but  forbids  its  entrance ;  it  acts  as  a  valve. 
Again,  the  patient  may  die  from  the  extension  downwards 
to  the  bronchi  of  the  inflammation,  the  narrowing  of  the 
bronchi,  the  extension  perhaps  of  the  false  membrane  even 
into  the  capillary  tubes.  Again,  the  patient  may  die  from 
pneumonia,  lobular  or  lobar,  the  pneumonia  arising  from  the 
patient  inspiring  small  particles  of  false  membrane  or  acrid 
matter  into  the  finer  capillaries  of  perhaps  the  air-cells 
themselves,  and  the  matter  thus  inhaled  setting  up  local 
inflammation.  These  cases  are  analogous  to  the  cases  of 
lobular  pneumonia  secondary  to  the  spread  through  the 
circulation  of  pus  or  of  minute  particles  of  fibrine,  etc.  In 
the  latter  case  an  irritant  is  carried  by  the  blood,  becomes 
arrested  by  the  capillaries  of  the  lung,  and  each  particle 
becomes  the  centre  of  a  patch  of  pneumonia.  In  the  former 
case  it  is  the  acrid  matter  exuded  into  the  larynx  and  bronchi 
which  passes  down  the  air-tubes,  is  arrested  at  their  termina- 
tion, and  becomes  the  centre  of  a  local  inflammation.  The 
facility  for  the  occurrence  of  this  blocking  up  of  the  lung  by 
inspired  particles  is  the  greater  because  the  patient  loses 
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considerably  the  power  of  coughing.  He  is  unable  to  close 
his  larynx  sufficiently  to  cough  effectually.  His  cough  is 
rather  a  hawking-up  than  a  true  cough.  For  a  true  cough 
to  occur,  you  know  that  the  lungs  must  be  filled  with  air,  and 
then  the  glottis  closed,  so  that  the  air  in  the  substance  of  the 
lung  may  be  compressed  violently,  and  then  the  glottis  be 
suddenly  opened.  But  the  patient  who  cannot  close  his 
glottis  well  cannot  cough  perfectly,  and  substances  inspired 
are  drawn  in  a  little  way  at  each  inspiration,  further  than 
they  can  be  expelled  by  the  imperfect  expiratory  cough. 

To  avert  death  in  cases  of  membranous  exudation  into 
the  larynx  we  open  either  the  larynx  or  the  trachea;  the 
trachea  in  a  child ;  the  larynx  in  an  adult.  We  select  the 
larynx  in  an  adult  because  of  the  facility  with  which  it  is 
reached.  We  are  driven  to  open  the  trachea  in  a  child 
because  the  larynx  is  too  small  to  admit  the  tube.  The  open- 
ing into  the  windpipe[still  further  interferes  with  the  powftr  of 
coughing.  The  patient  in  croup  is,  as  I  have  said,  unable  to 
close  his  larynx  well ;  still  he  can  close  it  to  a  certain  degree, 
and  he  is  able  to  cough  to  that  degree.  The  tube,  of  course, 
he  is  unable  to  close,  and  hence  acrid  matters  about  the 
tube  are  more  liable  to  be  drawn  downwards,  and  there- 
fore to  become  impacted  in  the  lung,  to  produce  pneumonia, 
and  in  their  passage  downwards — so  acrid  is  the  matter — to 
produce  bronchitis.  It  must  be  remembered  that  the  in- 
flammation extends  downwards,  not  merely  because  the 
inflammation  itself  has  a  tendency  to  spread,  but  because 
the  matter  thrown  out  is  acrid,  and  has  a  tendency  to  pro- 
duce inflammation,  which,  in  the  constitutional  state  of  the 
patient,  will  be  a  membranous  inflammation.  Thus,  in 
some  cases  of  diphtheria,  the  ear  is  the  seat  of  membranous 
inflammation,  and  acrid  matter  as  well  as  lymph  is  poured 
out.  It  runs  down  the  outer  side  of  the  ear.  As  it  passes 
down  it  excites  inflammation,  and  the  inflamed  surface  be- 
comes covered  with  a  false  membrane.  That  this  false 
membrane  is  not  the  result  merely  of  extension  of  the 
inflammation  is  probable  from  the  fact  that  if  a  bh'ster  is 
applied  to  a  person  suffering  from  diphtheria  the  raw  sur- 
face frequently  becomes  covered  with  lymph,  with  a  false 
membrane,  with  a  diphtheritic  exudation.  You  will  thus 
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understand  that  the  fluid  exuded  is  an  irritant;  that  this 
irritant  produces  inflammation;  that  the  inflammation,  in 
the  constitutional  condition,  is  attended  with  an  exudation 
of  lymph.  It  is  a  specific  inflammation,  because  the  person 
is  suffering  from  a  specific  disease,  just  as,  when  a  person  is 
the  subject  of  constitutional  syphilis,  the  local  inflammations 
assume  frequently  a  syphilitic  character,  or,  in  the  subject  of 
cancer,  local  injury  may  cause  changes  of  texture  cancerous 
in  nature. 

This  leads  me  to  a  point  of  some  practical  importance  in 
regard  to  tracheotomy.  It  is  commonly  stated  that  the 
bronchitis  which  so  frequently  follows  tracheotomy  in  diph- 
theria is  the  result  of  the  entrance  of  the  cold  air  through 
the  tube.  It  is  said  that  in  ordinary  breathing  the  air  is 
warmed  as  it  passes  through  the  mouth  and  nose,  and  the 
pharynx  and  larynx,  and  so  it  is  warmed  air  only  which 
conlfes  in  contact  with  the  bronchial  tubes;  that  the  en- 
trance of  cold  air  excites  inflammation,  and  hence  that  many 
patients  operated  on  for  tracheotomy  in  croup  die  from 
bronchitis.  To  prevent  this  entrance  of  cold  air,  and  I 
should  say  also  of  dry  air,  the  patient's  bed  is  surrounded 
with  blankets,  and  a  tube  discharging  moist  vapour  is  intro- 
duced within  the  blanket  curtains,  so  that  the  patient  may 
breathe  a  warm  and  moist  air. 

It  seems  to  me  that,  if  the  explanation  I  have  given  you 
be  correct,  there  is  no  need  for  these  special  means — for  these 
blankets  and  hot  vapour.  We  know  that  if  the  larynx  be 
opened  for  any  other  affection — for  example,  such  a  case  as 
we  have  now  in  the  hospital — there  is  no  tendency  to  the 
occurrence  of  bronchitis,  and  the  patient  walks  about  and 
breathes  the  ordinary  air,  with  very  little  protection  and 
without  danger.  A  little  protection  may  be  necessary.  Not 
only  are  these  special  means  unnecessary,  but  in  the  disease 
diphtheria  they  are  most  injurious.  They  are  most  injurious 
because  they  tend  to  produce  that  exhaustion  which  is  the 
cause  of  the  fatal  termination  in  so  many  cases  during  the 
second  week  of  their  illness.  The  relief  which  the  patient 
experiences  when  you  remove  all  this  apparatus  is  marked. 
You  must  have  seen  it  in  the  woman  to  whom  I  have 
referred.  Thus  you  will  understand  that  I  think  it  most 
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important  for  the  success  of  the  treatment  of  croup,  should 
tracheotomy  be  performed,  that  the  patient  should  be  kept 
in  a  moderately  warm  atmosphere,  a  moderately  moist  atmo- 
sphere, but  an  atmosphere  only  so  moist  as  may  be  produced 
by  a  kettle  on  the  fire  throwing  a  little  moisture  into  the 
room,  only  so  warm  as  shall  be  agreeable  to  the  patient.  I 
am  sure  that  I  have  seen  cases  terminate  fatally  that  would 
have  recovered  had  they  not  been  thus  over-nursed,  over- 
cared  for;  had,  that  is  to  say,  the  origin  of  the  bronchitis 
been  properly  appreciated. 

Holding  the  views  which  I  now  do,  you  will  see  at  once 
that  I  should  discard  from  the  treatment  of  croup  .all  those 
heroic  remedies  that  were  formerly  regarded  as  indispensable 
— leeching,  mercurialising,  antimonising ;  and  I  should  ad- 
vise you  to  treat  them  on  the  same  principles  as  you  would 
treat  diphtheria  with  exudation  commencing  in  any  other 
part — opening  the  larynx",  however,  if  death  is  threatened  by 
its  occlusion. 

(Edema  glottidis,  effusion  of  serum  into  the  cellular  tissue 
of  the  larynx,  and  especially  of  the  arytseno-epiglottidean 
folds,  although  it  may  come  on  and  does  come  on  as  an  acute 
illness,  is  always  secondary  to  some  other  affection,  commonly 
to  the  chronic  disease  of  the  larynx.  If  life  be  threatened  by 
it,  and  the  part  be  not  relieved  by  puncture  with  the  nail, 
or,  if  well  within  reach,  by  a  lancet,  then  laryngotomy  in  the 
adult,  tracheotomy  in  the  child,  is  the  remedy.  Usually 
the  part  is  well  within  sight,  and  by  the  use  of  a  tongue 
depressor  and  by  the  aid  of  the  finger  there  is  not  much 
difficulty  in  the  diagnosis.  The  rapid,  sudden  development 
of  extreme  dyspnoea  leads  you  at  once  to  examine  the  part. 
You  have  only  to  be  aware  of  the  possibility  of  its  occurrence 
to  avoid  an  error  in  diagnosis,  and  you  have  only  to  know  of 
its  existence  to  determine  its  treatment.  There  is  a  large 
quantity  of  fluid  accumulating  about  the  entrance  to  the 
larynx ;  it  is  within  reach  of  the  finger,  and  can  in  many 
cases  be  let  out.  If  it  cannot,  drugs  are  useless,  and  you 
must  avert  death  by  letting  in  the  air  below  the  point  of 
obstruction. 

In  regard  to  an  inflamed  cyst,  the  finger  and  the  eye  are 
the  aids  to  diagnosis.  The  finger  will  at  once  give  you  every 
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necessary  information.  You  feel  a  rounded  smooth  surface  ; 
you  feel  its  connection  with  the  margin  of  the  epiglottis  ;  you 
feel  it  extending  backwards  :  you  can  trace,  in  fact,  with  the 
finger,  all  its  relations,  without  difficulty.  The- smooth  elastic 
swelling  and  the  feeling  of  fluctuation  communicated  to  the 
finger  are  not,  so  far  as  I  know,  simulated  by  any  other  affec- 
tion. The  remedy  is  as  certain  as  the  diagnosis.  With  a 
lancet  or  a  bistoury  open  the  cavity,  and  the  escape  of  the 
fluid  affords  immediate  relief.  Here,  again,  the  great  point  is 
to  be  aware  of  the  existence  of  such  a  trouble.  Suspect,  and 
there  is  no  difficulty  in  the  diagnosis. 

A  collection  of  pus  in  the  cellular  tissue  on  one  side  of 
the  larynx  I  have  seen  cause  very  great  distress  to  the 
breathing  by  compressing  the  larynx.  I  have  seen  a  child 
brought  within  a  few  hours  of  death  from  this  cause.  The 
diagnosis  is  not  always  easy.  There  may  be  no  redness  of 
the  surface,  and  the  general  restlessness  and  distress  render, 
in  the  child,  the  presence  of  pain  doubtful.  There  is,  perhaps, 
a  little  general  fulness  of  the  part ;  and  it  requires  careful 
examination,  careful  manipulation,  to  determine  the  nature 
of  the  trouble.  The  larynx  is  pushed  over  a  little  to  one 
side,  and  this  should  at  once  arrest  attention  and  direct  the 
physician  to  the  seat  of  the  disease.  Once  having  his  atten- 
tion fixed  on  the  seat  of  the  disease,  the  rapidity  of  the 
development  of  the  trouble,  the  uneasiness  and  tenderness 
in  the  region  before  the  difficulty  of  breathing  commenced, 
will  render  the  nature  of  the  case  probable;  and  a  careful 
handling  of  the  part  will  make  the  diagnosis  certain.  To 
overlook  the  abscess,  to  leave  it  unopened,  may  lead  to  the 
patient's  death ;  the  relief  on  opening  is  instantaneous. 


INDEX 

ABDOMINAL  signs  in  Typhoid,  40 ;  in  Typhus,  40. 

Abscess  near  larynx,  570. 

Acute  specific  diseases  (lectures  on),  397. 

,,          ,,  ,,        differentiation  of,  449. 

,,          ,,  ,,        Sydenham  on,  400. 

Acute  tuberculosis,  459. 
Affinities  of  acute  specific  fevers,  422. 
Age  in  etiology  of  Typhoid,  324  ;  of  Typhus,  194. 
Alcohol  in  treatment  of  Typhoid,  490. 
Anorexia  in  Typhoid,  45  ;  in  Typhus,  45. 
Arachnoid  haemorrhage  in  Relapsing  Fever,  369  ;  in  Typhoid,  62  ;  in  Typhus, 

62,  213. 

Arguments  for  identity  of  Typhoid  and  Typhus,  129. 
Associated  cerebral  symptoms  in  Typhoid,  34 ;  in  Typhus,  34. 
Asthenic  form  of  Diphtheria,  512. 

BLOOD,  the,  in  Relapsing  Fever,  356  ;  in  Typhoid,  107  ;  in  Typhus,  110. 
Bowels,  discharges  from,  in  Typhoid,  42 ;  in  Typhus,  44. 

,,  haemorrhage  from,  in  Typhoid,  264. 
Brain,  condition  of,  in  Typhoid,  58  ;  in  Typhus,  59. 
Bretonneau  on  laryngeal  diphtheria,  576. 
Bronchi,  condition  of,  in  Typhoid,  121 ;  in  Typhus,  121. 

CADAVERIC  rigidity  in  Typhoid,  52 ;  in  Typhus,  52. 
Cardiac  failure  irf  Typhoid,  treatment  of,  488. 

,,       paralysis  in  Diphtheria,  519. 

Cases  of  Typhus,  Typhoid,  and  Relapsing  Fever  in  the  London  Fever  Hos- 
pital 1847-1849,  145. 

Cases  of  Typhus  Fever,  Typhoid  Fever,  Relapsing  Fever,  and  Febricula, 
commonly  confounded  under  the  term  Continued  Fever  : — 

Case  I.  Typhus  Fever,  typical  case  ;  death  ;  post-mortem  examina- 
tion, 174. 

ii.  Typhus  Fever,  typical  case  ;  death  ;  post-mortem  examina- 
tion, 177. 

in.  Typhus  Fever,  typical  case  ;  recovery,  182. 
iv.  „  „  „         183. 

v.  ,,  in  child  ;  complicated  with  pulmonary  gan- 

grene and  empyema ;  death  ;  post-mortem  examina- 
tion, 194. 

vi.  Typhus  Fever,  in  child  ;  recovery,  198. 
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Case  vn.  Typhus  Fever,  in  child  ;  recovery,  199. 

vin.  v  ,,  ,,  complicated  with  acute  tubercular 

phthisis ;  death  ;  post-mortem  examination,  200. 
ix.  Typhus  Fever ;   convulsions  ;   coma ;  death  ;  post-mortem 

examination  ;  arachnoid  haemorrhage,  207. 
x.  Typhus  Fever  ;  death  ;  post-mortem  examination  ;  haemor- 
rhage into  rectus  muscle,  211. 

xi.  Typhus  Fever  ;  death  ;  post-mortem  examination  ;  haemor- 
rhage into  rectus  muscle,  and  cavity  of  arachnoid,  213. 
xn.  Typhus   Fever,  cerebral   symptoms ;   death  ;   post-mortem 

examination,  216. 
xin.  Typhus   Fever,   cerebral  symptoms ;   death ;   post-mortem 

examination,  219. 

xiv.  Typhus  Fever ;  coma  vigil ;  death ;  post-mortem  examina- 
tion, 220. 

xv.  Typhus  Fever  ;  coma  vigil ;  recovery,  220. 

xvi.  ,,  pregnancy;          ,,         221. 

xvn.  „  „  „         221. 

xvin.  ,,  epistaxis ;  ,,         224. 

xix.  ,,  recovery,  225. 

xx.  , ,  marked  cerebral  symptoms  ;   death  ;  post- 

mortem examination  ;  congestion  of  lungs,  228. 
xxi.  Typhus  Fever,  erysipelas  ;  pleuro-pneumonia ;  death  ;  post- 
mortem examination,  234. 

xxn.  Typhoid  Fever,  typical  case ;  death  ;  post-mortem  examina- 
tion, 241. 

xxin.  Typhoid  Fever,  typical  case  ;  death  ;  post-mortem  examina- 
tion, 246. 

xxiv.  Typhoid  Fever,  typical  case  ;  recovery,  251. 
•      xxv.  „  „  „         253. 

xxvi.  ,,  haemorrhage    from    bowels;    pleuro-pneu- 

monia ;  death  ;  post-mortem  examination,  265. 
xxvii.  Typhoid  Fever,  haemorrhage  from  bowels  ;   death  ;  post- 
mortem examination,  275. 
xxvin.  Typhoid    Fever,    haemorrhage    from    bowels ;     recovery, 

280. 
xxix.  Typhoid  Fever,  scarlet  rash ;  marked  nervous  symptoms ; 

recovery,  283. 
xxx.  Typhoid  Fever,  delirium ;  constipation ;  recovery  followed 

by  mental  weakness,  286. 

xxxi.  Typhoid  Fever,  perforation  of  intestine  ;  death  ;  post-mor- 
tem examination,  289. 

xxxn.  Typhoid  Fever,  perforation  of  intestine  ;  death  ;  post-mor- 
tem examination,  295. 
xxxin.  Typhoid  Fever,   relapse ;    peritonitis  ;   erysipelas ;   death  ; 

post-mortem  examination,  303. 

xxxiv.  Typhus  Fever,  peritonitis  ;  death ;  post-mortem  examina- 
tion, 311. 

xxxv.  Typhoid  Fever,  perforation  of  intestine  ;  death  ;  post-mor- 
tem examination,  317. 
xxxvi.  Typhoid  Fever,  in  a  man  aged  fifty-five  ;  recovery,  324. 
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Case  xxxvii.  Typhoid  Fever,   in    a    child,   aged  eleven,   broncho-pneu- 
monia ;  death  ;  post-mortem  examination,  325. 
xxxviii,  Typhoid  Fever,  recovery  in  fourth  week,  333, 
xxxix.  ,,  ,,  ,,  335. 

XL.  ,,  prolonged    duration ;    pleuro-pneumonia  ; 

recovery  in  twelfth  week,  338. 

XLI.  Relapsing  Fever,  typical  case  ;  recovery,  342. 
XLII.  „  ,,  ,,         343. 

XLIII.  „  ,,  ,,         344. 

XLIV.  ,,  ,,  death  on  twenty-fourth  day ; 

post-mortem  examination,  346. 
XLV.  Relapsing  Fever,  typical  case  ;  recovery,  348. 
XLVI.  „  „  ,,         349. 

XLVII.  ,,  ,,  „         350. 

XLVIII.  „  buffed  blood  ;  recovery,  356. 

XLIX.  ,,  critical  catamenial   discharge;   recovery, 

358. 
L.  Relapsing  Fever,  ,,  ,,  ,, 

359. 

LI.  Relapsing  Fever,  abortion  on  sixth  day  ;  recovery,  361. 
Mi.  ,,  no  relapse  ;  recovery,  362. 

Mil.  ,,  with  two  relapses  ;  recovery,  366. 

MV.  , ,  followed  by  erysipelas  ;  death  ;  post-mor- 

tem examination  ;  arachnoid  haemorrhage,  368. 
LV.  Relapsing  Fever,  death   in  primary  attack ;  post-mortem 

examination,  372. 

LVI.  Relapsing  Fever,  delirium  in  relapse  ;  recovery,  374. 
LVII.  ,,  recovery,  375. 

LVIII.  ,,  ,,        376. 

LIX.  ,,  „        378.      • 

LX.  ,,  „        382. 

LXI.  Febricula,  typical  case  ;  recovery,  384. 
LXII.          „  „  „          384. 

LXIII.          ,,  ,,  ,,          385. 

LXIV.          „  ,,  ,,          386. 

LXV.          ,,          from  insolation  ;  recovery,  390. 
LXVI.  Relapsing  Fever,  recovery,  391 . 
Catamenial  discharge,  critical,  in  Relapsing  Fever,  358. 
Catarrhal  laryngitis,  561. 
Categories  of  acute  specific  fevers,  405. 
Cause,  specific,  of  Typhus,  Typhoid,  and  Relapsing  Fevers,  the  identity  or 

non-identity  of  (essay  on),  137. 
Causes,  of  specific  fevers,  variations  in,  424. 
Changes  in  rash  of  Typhus,  228. 
Collapse  in  Relapsing  Fever,  371. 
Coma  and  convulsions  in  Typhus,  207,  218. 
Coma  vigil  in  Typhus,  32,  220. 
Complications  of  Typhoid,  337. 
Conditions  influencing  severity  of  fevers,  434. 
Constipation  in  Typhoid,  treatment  of,  481. 
Constitution,  epidemic,  131,  436. 
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Contagiousness  of  specific  fevers,  420. 

Contrast  of  Febricula  and  Relapsing  Fever,  390. 

Cough  and  chest  signs  in  Typhoid,  49  ;  in  Typhus,  49. 

Critical  discharges  in  Relapsing  Fever,  357. 

Croup,  and  the  diseases  that  resemble  it  (clinical  lecture  on),  553. 

,,       in  relation  to  Diphtheria,  526,  564. 
Cutaneous  Diphtheria,  527. 
Cyst,  inflamed,  of  larynx,  569. 

DEAFNESS  in  Typhoid,  36 ;  in  Typhus,  37. 

Debate  on  paper  read  at  Royal  Medical  and  Chirugical  Society,  157. 
Delirium  in  Relapsing  Fever,  374 ;  in  Typhoid,  29 ;  in  Typhus,  30. 
Diagnosis  of  Diphtheria,  528  ;  of  Relapsing  Fever,  141 ;  of  Typhoid,  142 ;  of 

Typhus,  143. 

Diet  in  treatment  of  Typhoid  Fever,  476. 
Differentiation  of  specific  fevers,  449. 
Diphtheria  (lectures  on),  494. 

,,          anatomical  characters  of,  498. 
,,          asthenic  variety  of,  512. 
,,          cardiac  paralysis  in,  519. 
,,          deranged  innervation  in,  518. 
,,          diagnosis  of,  528. 
,,          duration  of,  516. 
etiology  of,  523. 

gastric  innervation  disordered  in,  519. 
inflammatory  form,  503. 
insidious  form,  507. 
laryngeal  form,  511. 
membrane  in,  499. 
mild  form,  503. 
nasal  form,  508. 
ocular  paralysis  in,  420. 
pathology  of,  526. 
prognosis  of,  529. 
septicaemia  in,  515. 
tracheotomy  in,  535. 
treatment,  general,  of,  530. 
Duodenum  in  Typhoid,  73  ;  in  Typhus,  73. 

Duration  of  Acute  Specific  Fevers,  416  ;  of  Diphtheria,  516  ;  of  Typhoid,  12 
331 ;  of  Typhus,  14,  222. 

EMACIATION  in  Typhoid,  57  ;  in  Typhus,  57. 

Emetics  in  treatment  of  laryngitis,  562. 

Emphysema  in  Diphtheria,  517 

Endemic  influences,  437. 

Epidemics  in  the  past,  450. 

Epidemic  constitution,  131,  436. 

Epistaxis  in  Typhoid,  36. 

Eruption  of  Typhoid,  16  ;  of  Typhus,  19. 

Erysipelas,  445. 

„          complicating  Typhoid,  50  ;  Typhus,  50,  234. 
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Etiology  of  Diphtheria,  523. 

Expression  in  Typhoid,  26  ;  in  Typhus,  27. 

Exudation,  diphtheritic,  562. 

FALSE  membrane  in  Diphtheria,  499. 
Family  tendency  to  Diphtheria,  525. 
Febricula,  contrasted  with  Relapsing  Fever,  389. 
,,          description  of,  387,  456. 
,,          typical  cases  of,  384. 
Fever,  Relapsing  (see  Relapsing  Fever). 

,,       Typhoid  (see  Typhoid  Fever). 

,,       Typhus  (see  Typhus  Fever). 
Fevers,  Specific,  affinities  of,  422. 

,,  ,,        contagiousness  in,  420. 

,,  ,,        duration  of,  416. 

,,  ,,        duration  of  rash  in,  425. 

,,  ,,        essential  causes  of,  424. 

,,  ,,        intestinal  symptoms  in,  428. 

,,  ,,        mucous  membranes  in,  415. 

,,  ,,        pulse  in,  410. 

,,  ,,        skin  in,  413. 

,,  ,,        symptoms  of,  5. 

GALL  bladder  in  Typhoid,  102  ;  in  Typhus,  102. 
Gastric  disturbance  in  Diphtheria,  520. 
Glands,  cervical  lymphatic,  in  Diphtheria,  500. 
,,      mesenteric,  in  Typhoid,  91 ;  in  Typhus,  92. 

HAEMORRHAGE,  arachnoid,  62,  213. 

,,  intestinal,  in  Typhoid,  264. 

,,  ,,  ,,  treatment  of,  483. 

,,  into  muscles,  in  Typhus,  211. 

Headache  in  Typhoid,  28  ;  in  Typhus,  28. 
Heart,  condition  of,  in  Typhoid,  105  ;  in  Typhus,  107. 
Heart-failure  in  Typhoid,  488. 
Hospital,  London  Fever,  cases  at,  145. 

IDENTITY  or  non-identity  of  Typhoid  and  Typhus  Fevers,  3,  170. 

,,  , ,  of  the  specific  cause  of  Typhoid,  Typhus,  and  Relaps- 

ing Fevers,  139. 

Ileum  in  Typhoid,  74  ;  in  Typhus,  83. 

Independence  of  Typhoid  and  Typhus,  156. 

Inflammatory  form  of  Diphtheria,  503. 

Innervation,  deranged,  in  Diphtheria,  518. 

Insidious  form  of  Diphtheria,  507. 

Intestinal  haemorrhage,  264,  483. 

, ,        symptoms,  in  fevers  generally,  428  ;  in  Typhoid,  428. 

Intestine,  large,  in  Typhoid,  86 ;  in  Typhus,  88. 

Involuntary  discharges  in  Typhoid,  34  ;  in  Typhus,  35. 

AUNDICE  in  Relapsing  Fever,  353,  362,  366,  378,  391. 
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Jejunum  in  Typhoid,  74 ;  in  Typhus,  83. 

LARTNGEAL  catarrh,  561. 

,,         diphtheria,  511. 

tj  ,,          Bretonneau  on,  516. 

,,         paralysis,  560. 
Laryngismus  Stridulus,  556. 
Laryngitis,  catarrhal,  561. 

,,          membranous,  511,  516,  563. 
Larynx,  condition  of,  in  Typhoid,  63 ;  in  Typhus,  66. 
Liver,  condition  of,  in  Typhoid,  100 ;  in  Typhus,  101. 
Local  affections  simulating  specific  fevers.  454. 
Local  treatment  of  Diphtheria,  533. 
Lungs,  condition  of,  in  Typhoid,  112  ;  in  Typhus,  117. 
Lymphatic  Glands  in  Diphtheria,  449  ;  in  Typhoid,  91  ;  in  Typhus,  92. 

MEASLES,  444. 

,,       compared  with  Small-pox,  403. 
Membranous  laryngitis,  563. 
Mental  weakness  following  Typhoid,  286. 
Mesenteric  Glands  in  Typhoid,  91  ;  in  Typhus,  92. 
Mild  form  of  Diphtheria,  503. 
Miliary  Vesicles  in  Typhoid,  24 ;  in  Typhus,  25. 
Milk  in  diet  of  Typhoid  patients,  477. 
Modes  of  onset  of  Typhoid  and  Typhus,  11. 
Morbid  Anatomy  of  Diphtheria,  500  ;  of  Relapsing  Fever,  355  ;  of  Typhoid, 

51,  261 ;  of  Typhus,  51,  191. 

Movements,  spasmodic,  in  Typhoid,  34 ;  in  Typhus,  34. 
Mucous  membranes  in  Fevers,  415. 
Mulberry  rash  of  Typhus  Fever,  19,  143,  187. 
Muscles,  state  of,  in  Typhoid,  57  ;  in  Typhus,  57. 
Muscular  weakness  in  Typhoid,  35  ;  in  Typhus,  35. 

NASAL  form  of  Diphtheria,  508. 
Nature  of  Typhoid  Fever,  314. 
Non-identity  of  Typhoid,  Typhus,  and  Relapsing  Fevers,  170. 

OCULAR  paralysis  in  Diphtheria,  521. 

„       symptoms  in  Typhoid,  37  ;  in  Typhus,  37. 
(Edema  of  glottis,  569. 
(Esophagus  in  Typhoid,  68  ;  in  Typhus,  69. 

PANCREAS,  condition  of,  in  Typhoid,  103 ;  in  Typhus,  103. 
Pathological  lesions  in  Typhoid  and  Typhus,  51. 
Pathology  of  Diphtheria,  526. 
Paralysis  in  Diphtheria,  518. 

,,        laryngeal,  560. 
Perforation  of  intestine  in  Typhoid,  77,  79,  261,  289,  295,  317. 

,,  ,,  ,,          simulated,  302. 

Pericardium  in  Typhoid,  104 ;  in  Typhus,  105. 
Peritoneum  in  Typhoid,  93. 
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Peritonitis  without  Perforation  in  Typhoid,  302  ;  in  Typhus,  311. 

Pharyngeal  paralysis  in  Diphtheria,  518. 

Pharynx,  condition  of,  in  Typhoid,  63  ;  in  Typhus,  66. 

Phthisis  complicating  Typhus,  200. 

Pleura  in  Typhoid,  122  ;  in  Typhus,  122. 

Post-mortem  appearance  of  spots  in  Typhoid,  54  ;  in  Typhus,  56. 

,,  discoloration  in  Typhoid,  56  ;  in  Typhus,  56. 

Pregnancy  and  Relapsing  Fever,  361 ;  and  Typhus,  221. 
Prevention  of  Septicaemia  in  Diphtheria,  549. 
Prognosis  of  Diphtheria,  529. 

Pulse  in  Fevers,  410  ;  in  Typhoid,  45  ;  in  Typhus,  47. 
Pyogenic  Fever,  458. 

RATIONAL  treatment  of  Typhoid  Fever,  337. 
Relapsing  Fever,  the  blood  in,  356. 

,,  ,,       cases  of,  145,  356. 

,,  ,,       catamenial  flow,  critical  in,  358. 

,,  ,,       causes,  specific,  of,  137. 

,,  ,,       collapse  in,  371. 

,,  ,,        contrasted  with  Febricula,  390. 

,,  ,,        critical  discharges  in,  357. 

,,  ,,       death,  subsequent  to  relapse,  367. 

,,  ,,  ,,      in  primary  attack,  372. 

,,  ,,       delirium  in,  374. 

,,  ,,        diagnosis  of,  141. 

,,       jaundice  in,  353,  362,  366,  378,  391. 

,,  ,,       morbid  anatomy  of,  355. 

,,  ,,       pregnancy  and,  361. 

,,  „       relapse  absent,  362. 

,,  ,,       second  relapse  in,  360. 

,,  ,,        symptoms  of,  351. 

,,  ,,       typical  cases,  342. 

,,  ,,        varieties  of,  444. 

Retention  of  urine  in  Typhoid,  34  ;  in  Typhus,  35. 
Rickets  and  laryngismus,  558. 
Rose  spots  of  Typhoid  Fever,  16,  142,  187,  257. 

SCARLET  Fever,  varieties  of,  440. 
Scarlet  Rash  in  Typhoid,  283. 
Second  Relapse  in  Relapsing  Fever,  360. 
Septicaemia  in  Diphtheria,  515,  549. 

Simulation  of  perforation  of  bowel  in  Typhoid,  302  ;  Typhus,  311. 
Skin,  condition  of,  in  Fevers,  413 ;  in  Typhoid,  24 ;  in  Typhus,  25. 
Sloughing  in  Typhoid,  50  ;  in  Typhus,  50. 
Small-pox  and  Measles,  403. 
,,         varieties  of,  437. 

Somnolence  in  Typhoid,  30  ;  in  Typhus,  32. 
Spasm  in  laryngitis,  561. 

Spasmodic  movements  in  Typhoid,  34  ;  in  Typhus.  34. 
Specific  Fevers,  types  of,  5. 

,,       cause  of  Typhoid,  Typhus,  and  Relapsing  Fevers,  137. 

2o 


578  FEVERS  AND  DIPHTHERIA 

Spleen,  condition  of,  in  Typhoid,  93,  485  ;  in  Typhus,  94. 

Stomach,  condition  of,  in  Typhoid,  69;  in  Typhus,  71. 

Sydenham  on  Acute  Specific  Diseases,  400. 

Symptoms  of  Relapsing  Fever,  351  ;  of  Typhoid,  255  ;  of  Typhus,  185. 

Symptoms,  cerebral,  without  manifest  lesion,  in  Typhus,  219. 

TEMPERATURE  in  Typhoid,  485. 
Tongue  in  Typhoid,  38  ;  in  Typhus,  38. 
Tracheotomy  in  Diphtheria,  535,  567. 
Treatment  of  constipation  in  Typhoid,  481. 

,,  ,,  diarrhoea  in  Typhoid,  479. 

,,  ,,  Diphtheria,  530. 

„  ,,  headache  in  Typhoid,  478. 

,,  ,,  intestinal  haemorrhage  in  Typhoid,  483. 

,,  „  laryngismus  stridulus,  559. 

,,  ,,  laryngitis,  catarrhal,  562. 

„  ,,  ,,         membranous,  567. 

,,  ,,  oedema  of  glottis,  569. 

,,  ,,  perforation  of  bowel  in  Typhoid,  484. 

,,  ,,  pyrexia  in  Typhoid,  485. 

,,  ,,  Typhoid  Fever  (address  on),  469. 

Typhoid  Fever : — 

abdominal  signs  in,  40. 

age  as  etiological  factor,  324. 

alcohol  in  treatment  of,  490. 

anorexia  in,  45. 

arachnoid  haemorrhage  in,  62. 

associated  cerebral  symptoms  in,  34. 

blood  in,  107. 

bowel-discharges  in,  42. 

brain,  condition  of,  in,  58. 

bronchi,  condition  of,  in,  121. 

cadaveric  rigidity  in,  52. 

cardiac  feature  in,  488. 

cases  of,  145,  241. 

complications  of,  337. 

constipation  in,  481. 

cough  and  chest  signs  in,  49. 

deafness  in,  36. 

delirium  in,  29. 

diagnosis  of,  142. 

diet  in,  476. 

duodenum,  condition  of,  in,  73. 

duration  of,  12,  331. 

emaciation  in,  57. 

epistaxis  in,  36. 

eruption  of,  16. 

erysipelas  complicating,  50. 

expression  of  face  in,  26. 

gall-bladder,  state  of,  in,  102. 
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glands,  mesenteric,  in,  91. 

headache  in,  28,  478. 

heart,  condition  of,  in,  105. 

identity  or  non-identity  with  Typhus,  3,  170. 

,,  ,,  of  specific  cause  of,  with  that  of  Typhus 

and  Relapsing  Fever,  139. 
ileum,  condition  of,  in,  74. 
independence  of  Typhus,  156. 
intestinal  haemorrhage  in,  264. 
,,        perforation  in,  289. 
,,         symptoms  in,  428. 
intestine,  large,  in,  86. 
involuntary  discharges  in,  34. 
jejunum  in,  74. 
kidneys  in,  103. 
larynx  in,  63. 
liver  in,  100. 
lungs  in,  112. 

mental  weakness  after,  286. 
mesenteric  glands  in,  91. 
miliary  vesicles  in,  24. 
milk  as  article  of  diet  in,  477. 
modes  of  onset  of,  11. 
morbid  anatomy  of,  51,  261. 
muscles,  condition  of,  in,  57. 
muscular  weakness  in,  35. 
nature  of,  314. 
ocular  symptoms  in,  37. 
oesophagus,  condition  of,  in,  68. 
pancreas,  condition  of,  in,  103. 
pathological  lesions  of,  51. 
perforation  of  intestine  in,  289. 

simulated,  302. 
pericardium,  state  of,  in,  104. 
peritoneum,  state  of,  in,  93. 
pharynx,  condition  of,  in,  63. 

pleura,  condition  of,  in,  122. 

post-mortem  character  of  spots,  54. 
,,  discoloration  of  skin,  56. 

pulse  in,  45. 

rational  treatment  of,  337. 

retention  of  urine  in,  34. 

rose  spots  in,  16,  142,  187,  257. 

scarlet  rash  in,  283. 

skin,  state  of,  in,  24. 

sloughing  in,  50. 

somnolence  in,  31. 

spasmodic  movements  in,  34. 

specific  causes  of,  137. 

spleen,  condition  of,  in,  93,  485. 
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Typhoid  Fever — continued. 

stomach,  condition  of,  in,  69. 
symptoms  of,  255. 
temperature  of  body  in,  485. 
tongue,  state  of,  in,  38. 
treatment  of,  469. 

,,          ,,    constipation  in,  481. 

,,          ,,    diarrhoea  in,  479. 

,,          ,,   headache  in,  478. 

,,          „   intestinal  haemorrhage  in,  483. 

,,          ,,         ,,         perforation  in,  484. 

,,          ,,   pyrexia  in,  485. 
varieties  of,  430. 
Typhus  Fever : — 

abdominal  signs  in,  41. 

age  as  etiological  factor  in,  194. 

anorexia  in,  45. 

arachnoid  haemorrhage  in,  62,  213. 

associated  cerebral  symptoms  in,  34. 

blood,  state  of,  in,  110. 

bowel-discharges  in,  44. 

brain,  condition  of,  in,  59. 

bronchi,  condition  of,  in,  121. 

cadaveric  rigidity  in,  52. 

cases  of,  145,  174. 

changes  in  rash  of,  228. 

coma  and  convulsions  in,  207,  218. 

coma  vigil  in,  32,  220. 

complicated  with  phthisis,  200. 

cough  and  chest,  signs  in,  49. 

deafness  in,  37. 

delirium  in,  30. 

diagnosis  of,  143. 

duodenum,  state  of,  in,  73. 

duration  of,  14,  222. 

emaciation  in,  57. 

eruption  of,  19. 

erysipelas  as  complication,  50,  234. 

gall  bladder  in,  102. 

haemorrhage  into  muscles  in,  211. 

headache  in,  28. 

heart,  condition  of,  in,  107. 

identity  or  non-identity  with  Typhoid,  3,  170. 

,,  ,,  of  specific  cause,  with  that  of  Typhoid  and 

Relapsing  Fever,  139. 
ileum,  condition  of,  in,  83. 
intestine,  large,  in,  88. 
involuntary'discharges  in,  35. 
jejunum,  condition  of,  in,  83. 
kidneys,  ,,  in,  103. 

larynx,  .,  in,  66. 
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liver,  condition  of,  in,  101. 
lungs,  ,,  in,  117. 

mesenteric  glands,  in,  92. 
miliary  vesicles  in,  25. 
modes  of  onset  of,  11. 
morbid  anatomy  of,  51,  191. 
mulberry  rash  of,  19,  143,  187. 
muscles,  condition  of,  in,  57. 
ocular  symptoms  in,  37. 
oesophagus,  state  of,  in,  69. 
pancreas,  condition  of,  in,  103, 
pathological  lesions  of,  51. 
pericardium,  condition  of,  in,  105. 
peritonitis  in,  311. 
pharynx,  condition  of,  in,  66. 
phthisis  as  complication  of,  200. 
pleura,  condition  of,  in,  122. 
post-mortem  character  of  eruption,  56. 
,,          discoloration  of  skin,  56. 
pregnancy  and,  221. 
pulse  in,  47. 

retention  of  urine  in,  35. 
sloughing  in,  50. 
somnolence  in,  32. 
spasmodic  movements  in,  34. 
specific  cause  of,  137. 
spleen  in,  94. 
stomach  in,  71. 
symptoms  of,  185. 

,,  cerebral,  219. 
tongue,  state  of,  in,  38. 
varieties  of,  444. 

Varieties  of  acute  specific  diseases,  424. 

,,  diphtheria,  503. 

,,  erysipelas,  445. 

,,  measles,  444. 

,,  relapsing  fever,  444. 

,,  scarlatina,  440. 

,,  small-pox,  437. 

,,  typhoid  fever,  430. 

, ,  typhus  fever,  444. 
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